ARIZONA STATE LIBRARY, ARCHIVES AND PUBLIC RECORDS

Statewide Health Care
Task Force

Report—Findings and
Recommendations

December 2003

Accession number: LSC03 5

Note: Portions of original document of poor quality; best
possible microfilm.

Microfilm produced by the Records Management Center,
Arizona State Library, Archives and Public Records.

LEGISLATIVE STUDY COMMITTEE REPORTS




Report - Findings and Recommendations

STATEWIDE HEALTH CARE
TASK FORCE

December 2003
Membership
Senator Linda Binder Representative Jim Carruthers
Co-Chair Co-Chair
Senator Carolyn Allen Representative Deb Gullett
Senator Dean Martin Representative Ted Carpenter
Senator Robert Cannell Representative Amanda Aguirre
Dr. George Burdick Mr. Kirk Adams
Mr. Terry Cooper Sandy Gibson

Ms. Nancy Koff




INTRODUCTION

This report summarizes the efforts of the Statewide Health Care Task Force during the
past year. As required by the legislation, this report is being submitted to the Arizona
Speaker of the House of Representatives, the Arizona President of the Senate and the

Governor for their review and consideration.

Purpose of Task Force

The Task Force, which was established pursuant to Laws 2002, Chapter 265, was

charge with the following:

« Continue the efforts of the statewide health care insurance plan task force
established by Laws 2000, Chapter 320, Section 1.

Task Force Members

As set forth in the legislation, the Task Force consists of thirteen members:

Two Members of the House
Representative Jim Carruthers, Co-chair
Representative Amanda Aguirre

Two Members of the Senate
Senator Linda Binder, Co-Chair
Senator Robert Cannell

Chairman of the House Health Committee
Representative Deb Guilett

Chairman of the Senate Health Committee
Senator Carolyn Allen

Chairman of the House Financial
Institutions and Insurance Committee
Representative Ted Carpenter

Chairman of the Senate Banking and
Insurance Committee
Senator Dean Martin

One Health Care Provider
Dr. George Burdick

Representative from a Consumer
Advocacy Group
Terry Cooper

Representative from the Business
Community
Kirk Adams

Representative from the University of
Arizona
Nancy Koff

Representative from a Health Care
Insurance Plan
Sandy Gibson

Pursuant to the legislation, the Task Force is repealed from and after December 31,

2004.




TASK FORCE ACTIVITIES

The Task Force held three meetings during the past year:

July 15, 2003

The first meeting of the Task Force began with introductions, a review of the previous
activities of the Task Force and the committee charge. The Task Force created two
working groups to study health care infrastructure/self insurance and high-risk pools.
There were three presentations given to the Task Force:

+ Update on Task Force Activities, the Health Resources and Services Administration
(HRSA) Grant, Self-Insurance — Staff

+ Update on Arizona Health Care Cost Containment Programs (AHCCCS) — AHCCCS

e FY 2003-2004 Health Budget- Joint Legislative Budget Committee

October 15, 2003

The second meeting of the Task Force began with an update from two working groups.
There were two presentations given to the Task Force:

« Update on Working Group Activities — Representative Gullett and Sandy Gibson

« Presentation on Status Health Insurance in Arizona—~ Department of Insurance

November 6, 2003

The third meeting of the Task Force continued the discussion from the previous meeting
on self-insurance. There were four presentations given to the Task Force:

Update on Healith Care Programs — AHCCCS

Rebuttal on Self Insurance — CIGNA Healthcare

Update on Self-Insurance — AHCCCS

Presentation on Long-Term Care Partnership — Stan Hovey

Public Participation

Aside from the scheduled presentations to the Task Force, the public testimony was
provided by the following individuals:

Governor's Advisory Council on Aging
Stan Hovey - Retiree
Arizona Silver Haired Legislature



Attachments
Laws 2002, Chapter 265 — Enabling Legislation

July 15, 2003 Meeting

Agenda

Minutes

Committee Charge

Introduction to AHCCCS

Health Coverage in Arizona

Health Coverage in Arizona (Income Based)
Health Care Budget

Long Term Care Partnership

October 15, 2003 Meeting

Agenda

Minutes

Briefing on Self-Insurance

Arizona’s Health Insurance Market

Ranking of Top 25 Insurers — Accident & Health Premiums Written
Ranking of Top 25 Insurers — Ali Other Health Care Premiums Written
2002 Insurance Market Analysis Survey

Arizona Accountable Health Plans

Small Group Premium and Tax Exempt Data from Premium Tax Reports
Mandatory Health Insurance — Arizona Silver Haired Legislature

November 6, 2003 Meeting

Agenda

Minutes

Overview of AHCCCS

State Employee Health Insurance Program — CIGNA
Self-lnsurance — Department of Administration

Long Term Care Partnership

Recommendations

The Task Force has not made any findings or recommendations prior to the submission
of this report.



Senate Engrossed House Bill

State of Arizona

House of Representatives
Forty-fifth Legislature
Second Regular Session
2002

CHAPTER 265

HOUSE BILL 2286

AN ACT

ESTABLISHING A STATEWIDE HEALTH CARE SYSTEM TASK FORCE.

(TEXT OF BILL BEGINS ON NEXT PAGE)
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H.B. 2286

Be it enacted by the Legislature of the State of Arizona:

Section 1. Statewide health care system task force

A. The statewide health care system task force 1is established
consisting of the following members:

1. Two members of the house of representatives who are appointed by
the speaker of the house of representatives and who are not members of the
same political party. The speaker of the house of representatives shall
designate one of these members to cochair the task force.

2. The chairman of the house health committee or its successor
committee or the chairman's designee.

3. The chairman of the house financial institutions and insurance
committee or its successor committee or the chairman's designee.

4. Two members of the senate who are appointed by the president of
the senate and who are not members of the same political party. The
president of the senate shall designate one of these members to cochair
the task force.

5. The chairman or the chairman's designee of the senate health
committee or its successor committee.

6. The chairman or the chairman's designee of the senate banking
and insurance committee or its successor committee.

7. One health care provider, who is licensed in this state and who
is appointed by the governor.

8. One member who represents a consumer advocacy group and who is
appointed by the governor.

9. One member who represents the business community and who is
appointed by the governor.

10. One member who represents the wuniversity of Arizona health
science center and who is appointed by the governor.

11. One member who represents a health care insurance plan and who
is appointed by the governor.

B. The task force shall:

1. Be guided by the principle that health care should be:

(a) Available and accessible.

(b) Affordabie and properly financed.

(c) Provided through a seamless system.

(d) Done 1in collaboration and in cooperation with the various
stakeholders from the public and private sectors.

2. Continue the efforts of the statewide health care insurance plan
task force established by Laws 2000, chapter 320, section 1.

C. Task force members are not eligible for compensation or for
reimbursement of expenses.
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H.B. 2286

D. On or before November 15 of each year, the statewide heaith care
system task force shall submit any findings and recommendations regarding
its proposal for a statewide health care system to the governor, the
president of the senate and the speaker of the house of representatives
and shall provide a copy of this proposal to the secretary of state and
the director of the Arizona state library, archives and public records.

Sec. 2. Delayed repeal

This act is repealed from and after December 31, 2004.

APPROVED BY THE GOVERNOR MAY 21, 2002.

FILED IN THE OFFICE OF THE SECRETARY OF STATE MAY 22, 2002.




ARIZONA STATE LEGISLATURE

Interim Meeting Notice

Open to the Public

Statewide Health Care System Task Force

DATE: Tuesday, July 15, 2003
TIME: 1:00 pm

PLACE: Senate Appropriations Room 109

AGENDA
1. Opening Remarks & Introductions
2. Review of Taskforce Activities and Committee Charge — Staff
3. Update on Arizona Health Care Cost Containment programs — AHCCCS
4. FY 2003-2004 Heaith Budget - Joint Legislative Budget Committee
5. Future Taskforce Activities & Goal Setting - Cochairman
6. Committee Discussion
7. Public Testimony
8. Adjourn
MEMBERS:
Senator Binder — Cochair Representative Carruthers — Cochair
Senator Allen Representative Aguirre
Senator Cannell Representative Carpenter
Senator Martin Representative Gullett
Kirk D. Adams
Dr. George Burdick
Terry Cooper
Sandy Gibson
Nancy Koff
tm
11/26/2003

People with disabilities may request reasonable accommodations such as interpreters, alternative

formats, or assistance with physical accessibility. if you require accommodations, please contact
the Chief Clerk's Office at (602) 542-3032, (TDD) 542 6241.



ARIZONA STATE LEGISLATURE
Forty-sixth Legislature — First Regular Session

STATEWIDE HEALTH CARE TASK FORCE

Minutes of Meeting
Tuesday, July 15,2003
Senate Appropriations Room 109 -- 1:00 p.m.

Chairman Binder called the meeting to order at 1:06 p.m. and attendance was noted by the

secretary.

Members Present

Senator Allen

Senator Cannell

Senator Martin

Senator Binder, Cochair

Kirk D. Adams

Dr. George Burdick
Sandy Gibson
Nancy Koff

Representative Aguirre
Representative Carpenter
Representative Gullett
Representative Carruthers, Cochair

Members Absent

Terry Cooper

Speakers Present

Pete Wertheim, House Majority Research Analyst, Health Committee
C. J. Hindman, Chief Medical Officer/Deputy Director/Interim Acting Director, Arizona Health

Care Cost Containment System (AHCCCS)

Tim Sweeney, Fiscal Analyst, Joint Legislative Budget Committee
Barry Gold, Executive Director, Governor’s Advisory Council on Aging

Stan Hovey, representing himself

Opening Remarks and Introductions

At the request of Chairman Binder, the Members introduced themselves.

Review of Task Force Activities and Committee Charge

Pete Wertheim, House Majority Research Anaivst. Health Committee, related that the former

Statewide Health Care Insurance Plan Task Force obtained a grant from the Health Resources
Service Administration (HRSA) for $1.16 million to conduct a study, with the assistance of the
Arizona Health Care Cost Containment System (AHCCCS) and consultants, on- problems

STATEWIDE HEALTH CARE TASK FORCE

July 15, 2003
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associated with the uninsured. About $10,000 remains from the grant for future projects and
reports are available on the AHCCCS web sitc. Summaries can also be provided to the
Members. The original Task Force was repealed in December 2002 and continued for two more
years as the Statewide Health Care System Task Force. Only two meetings were held in 2002
due to ihe election and changes at the Legislature, with the main focus on self-insurance, which
was shelved. (For Committee charge, see Attachment 1).

Mr. Wertheim advised Senator Allen that in relation to self-insurance, the Task Force leaned

toward contracting service delivery through health care plans, but taking over administration and
risk factors.

Senator Martin related that the self-insured program had to be set up by October 2003 or 2004,
but it became evident that the date would not be met. The problem was that savings resulted
from claims that would not be paid in a three-month lag during the change in administration,
which is not really a saving, because claims would be paid as soon as the paperwork is
processed. Another major problem related to protecting the reserve. He indicated that he spoke
to Betsy Bayless, Director of the Arizona Department of Administration (ADOA), who indicated
that ADOA is still working toward self-insurance, but with no specific deadline.

Senator Cannell remarked that based on the information provided, the Members reached the
conclusion that self-insurance is definitely advantageous. The state would have more control
over the program that is developed, behaviors that could be emphasized, etc., but it must be done
right. Many people in ADOA are very knowledgeable and he would like to encourage them to
continue. He stated that $60 million to $80 million is needed as a reserve and some method is

necessary to protect the funds, but self-insurance could improve the quality of health insurance
for state employees.

Mr. Carpenter related thathe is a representative of the Deer Valley School District and a member
of the board that oversees an insurance program for three school districts. The reserve is
protected because it is kept out of the hands of the board, but what cannot be protected is the
money the board sends to the Insurance Committee in order to fund the reserve. Some
protections must be built into the system so that cannot be tampered with, but he has yet to see
anything that is foolproof and would keep the funds out of the hands of the Legislature.

Dr. Burdick commented that self-insurance is utilized across the country in most states, and there
are many advantages, particularly in the quality of care, which state employees deserve.

In response to a query by Senator Allen about programs in other states, Mr. Wertheim advised
that many of the studies commissioned by the previous Task Force contain data on other states.

Ms. Gibson stated that self-insurance is used by many large employers so the definition is not
necessarily constrained to coverage for the state, and a variety of administrators work with self-
funding plans. A multitude of arrangements is available so the state would not necessarily have
to take on every aspect. She agreed that initially the primary savings is from the claim lag, but
submitted that there is also a savings in self-funded models because the state or entity that is self-
funded assumes the risk, and therefore, pays less charges typically assessed by carriers. There
are some reductions to cost through the way carriers develop a premium rate for a self-funded
arrangement or an insured arrangement. She added that during one of the meetings a consultant

STATEWIDE HEALTH CARE TASK FORCE
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showed how the reserve is developed. It does not need to be funded immediately, but by paying

expected payments routinely and not allowing the payments to be reduced. She agreed that
protecting the reserve was the major challenge.

Senator Binder pointed out that Mr. Carruthers was President of Western College in a former life
where a self-insurance plan worked very well. Mr. Carruthers agreed, adding that many
programs can be studied to develop the infrastructure and model, which is only part of the puzzle
because of the necessity to intermix with AHCCCS, etc.

Ms. Gibson advised Senator Allen that over time, as the reserves build up, the unpaid claim
liability is paid, which must be evaluated each month and a new amount established. Also, many
large employer groups purchase some form of stop loss, or reinsurance, so in the event any
individual incurs claim expenses beyond a certain dollar limit, or the entire plan exceeded a
claims dollar limit, coverage could be purchased to reimburse the state. She recalled that the
self-funded arrangement the state looked at included a form of stop loss, or reinsurance.

Senator Martin verified that the infrastructure had to be in place by October 2003 so the
Members were wise to delay. He indicated that he formerly set up self-insured programs for
private sector businesses and many choices are available. The reserve system could be set up
slowly and built over time. He indicated that reviewing how the reserve is protected in the
State Compensation Fund might be helpful because the system is similar. He related that
executives at a major insurance company practicing in the state for other types of insurance than
health hired an actuarial firm to conduct an analysis of the health care market to determine
whether or not to expand in Arizona. It was determined that the top three risks in Arizona are
proximity to the border, the high number of uninsured people, and the lack of a risk pool, so no
expansion was recommended. Nothing can be done about proximity to the border, but a risk

pool, from an actuarial standpoint, is very high on the list of items to accomplish, although
money is always an issue.

Update on AHCCCS Programs

C. J. Hindman, Chief Medical Officer/Deputy Director/Interim Acting Director, Arizona Health
Care Cost Containment_System (AHCCCS), briefly reviewed a handout regarding AHCCCS
programs (Attachment 2). He related to Mr. Carruthers that he believes AHCCCS receives so
much national recognition because of the partnerships developed with the private sector health
care delivery system, the fact that AHCCCS recognized that there are many different ways to
provide managed care, and AHCCCS has been very fortunate in avoiding bad consequences
experienced by other managed care models, such as withholdings from providers that have to
pay losses. Arizona providers are not placed at very much risk.

Mr. Burdick opined that administration at AHCCCS has been outstanding except for the initial
two years. He is concerned, though, about the for-profit sector entering into-the managed care
system because, in traveling around the state and talking to physicians, most problems involved
for-profit companies that start using the same techniques that are used otherwise. Another
problem is increasing coverage. He added that physicians in general are very supportive of
AHCCCS, which is not true in other states. '

STATEWIDE HEALTH CARE TASK FORCE
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Dr. Hindman provided the following information in response to questions posed by the
Members:

There arc fewer female AHCCCS members than male because the eligibility categories were
primarily designed to provide health care for women and children. Most of the adult males
are disabled, aged, or blind.

The Kids Care Parents program was capped at 21,000 individuals, and as of today, there are
about 10,000 on the program, which is a very small portion of the total number. The
program went into effect in January 2003, so it was just beginning. Duning budget
negotiations of the past session, KidsCare was funded, but Kids Care Parents was only
funded through June 30, 2004.

HealthCare Group is still in place. The program had some rocky times and evolved into
essentially a risk pool by virtue of evolution. In 1996/1997, the Legislature provided a
subsidy to cover the risk because the premiums did not. During the 2002 session, however,
the Legislature requested that AHCCCS make the program self-sustaining since future
annual subsidies cannot be guaranteed. Effective February 2003, actuaries reviewed the rate
structure for the HealthCare Group product, and consequently, initiated changes to the
benefits and new premiums. Current membership is about 11,400, pnmarily in Maricopa,
Pima, and Cochise counties, with two health plans participating. Part of the plan to make the
program self-sustaining is to develop a marketing approach to expand awareness of the
product and an option for small businesses and political subgroups, such as counties or
school districts. Presentations are also being made to potential additional health plans about
participation. It is not a capped program.

Medicaid Cost Sharing relates to individuals eligible for Medicare by virtue of age or

disability who also meet the criteria of financial eligibility for Medicaid and are called dual
eligible.

Dr. Hindman reviewed handouts entitled Health Coverage in Arizona (Attachment 3) and Health

Coverage in Arizona (Income Based) (Attachment 4). He conveyed the following information in
response to questions posed by the Members:

16 percent of Arizona citizens are uninsured.

The issue of ensuring that the Arizona Long-Term Care System (ALTCS) will be able to
meet the challenges of the aging population was identified and included in AHCCCS’
strategic plan. An outline was created on how to proceed, including obtaining grant dollars
to hire expertise to evaluate, analyze, and develop a plan.

The chronically ill category in the Premium Sharing program was capped at 200 individuals
at any one time. Individuals were notified about the pending wind down and provided with
references to resources that may be able to help, such as federally qualified community
health centers. Other community resources may help depending on the diagnosis, certain
foundations will provide help, and if a person shows there is no other resource for particular

expensive medications, even pharmaceutical companies will work out individual programs
through physicians.

STATEWIDE HEALTH CARE TASK FORCE
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FY 2003-2004 Health Budget

Tim Sweeney, Budget Analyst, Joint Legislative Budget Committee, gave an overview of budget
figures for AHCCCS (Attachment 5).

Dr. Hindman related to Mrs. Gullett that a state plan amendment for redetermination was
submitted to the Centers for Medicare and Medicaid Services (CMS), which conducted a site
visit a few weeks ago. A final and formal decision on approval is expected soon. He is not

aware of any reason the amendment would not be approved, but hesitates to speculate what the
decision might be.

Mr. Cannell asked how money from the federal government provided for ALTCS through the
Bush tax cut will impact the counties. Mr. Sweeney replied that counties will experience

different impacts, but in total, the county contribution will be lower than in 2003 because of the
federal savings.

Mr. Sweeney reviewed budget information relating to the Arizona Department of Health
Services (ADHS). He advised Senator Binder that tobacco tax revenues are rebounding
compared to a few months ago. The oniginal forecast for 2003 will still not be met, but caseload
estimates for the budget as of the 1% Special Session for 2003 are also low by about the same
amount. The forecast for 2004 has not been changed because it is not clear if collections are

rebounding to the point of starting the natural decline of tobacco tax collections, but that should
become apparent in the next few months.

Mr. Sweeney presented budget figures relating to the Arizona Department of Economic Security
(DES) (Attachment 5).

Future Task Force Activities and Goal Setting

Mr. Carruthers stated that Working Groups are needed relating to infrastructure and risk pools.
The following Members were appointed/volunteered:

Infrastructure Risk Pools

Sandy Gibson Senator Cannell

Senator Allen Senator Martin

Representative Gullett Representative Aguirre
Representative Carpenter
Dr. Burdick
Sandy Gibson

Mr. Carruthers asked the Members to review the principles and goals of the Task Force to
determine if changes are necessary.

Mr. Carpenter related that he recently attended an event in Virginia with the National Conference
of Insurance Legislators (NCOIL). NCOIL has an Internet site containing information from
individual state programs, as well as a Committee on Health Insurance, which might be helpful.

STATEWIDE HEALTH CARE TASK FORCE
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Chairman Binder thanked cveryone for attending. She stated that affordable, available health
care is probably one of the most important issues the state faces and certainly the one issue she
hears about most from constituents. Considering the cuts made in the budget and decreases that
might have to be made in the future, it is very important to keep “an eye on the ball.”

Public Testimony

Barry Gold, Executive Director, Governor’s Advisory Council on Aging, stated that the
Interagency Council on Long-Term Care is reviewing many different items relating to long-term
care, including health care. At the last meeting, legislators still needed to be appointed because
previous legislators are no longer in the Legislature, if anyone is interested in volunteering. He
stated that he was fortunate to be able to attend the Arizona Town Hall this year where the topic
was health care and aging later life decisions. Some of the recommendations in the report and
background information from the University of Arizona may be very helpful to the Task Force.
Normally, the reports are sold for $10, but considering that the major emphasis of the Town Hall
is to influence public policy, the material could probably be sent to the Members at no charge.

Stan Hovey, representing_himself, referred to the “crunch time” that is approaching with the
ALTCS program and population. He advised that a program called the Long Term Care
Partnership Program was developed in the early 1990s and is basically a partnership between
private long-term care insurers and the state Medicaid program to pay for long-term care services
(Attachment 6). It is currently operating in California, Connecticut, Indiana, and New York. He

encouraged the Members to place the program on the agenda as a study issue since it could °
benefit the citizens and state.

Senator Cannell stated that the Task Force needs to encourage training programs in Arizona,

coordination of care, and training of physicians and other health care providers that will go to
underserved areas.

After some discussion, the Members agreed to meet on September 23, 2003.

Without objection, the meeting adjourned at 2:38 p.m.

Kot Tt

Linda Taylor, Committ?? Secretary
July 23, 2003

(Original minutes, attachments, and tape are on file in the Office of the Chief Clerk.)
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Statewide Health Care System Task Force
(Formerly Statewide Health Care Insurance Plan Task Force)

The Statewide Health Care Insurance Plan Task Force (Task Force) established
pursuant to Laws 2000, Chapter 320 was charged with the task of developing an
affordable and accessible health care insurance plan for all Arizenans. As part of this
effort the Task Force was also required to undertake the following activities:

Identify and assess potential insurance risk pools among residents of this State.

Study and recommend timely and efficient reimbursement methods.

Determine benefit levels.

Review current national, state and local public health care plans.

Review and analyze the role of state agencies and political subdivisions under a

statewide health care insurance plan.

« Analyze health care insurance factors that vary among urban and rural areas and
recommend ways in which these factors could be streamlined.

« Study and recommend ways to treat rural and urban areas in an equitable
manner.

« ldentify the various sources of monies to fund a statewide health care insurance
plan.

« Explore alternatives that may be used to initiate a health care plan that would be

available to and affordable for residents in both rural and urban areas.

Guiding Principles

« Health care, especially basic benefits, should be available and accessible

« Health care should be affordable and properly financed

« Health care should be provided through a seamless system, offering the highest
quality care.

« Health care should be done in collaboration and in cooperation with the various
stakeholders both public and private sector and it should foster competition.

Final Recommendations
Recommendation 1: Adoption of Proposed Enabling Legislation

The Task Force formally voted to adopt proposed enabling legislation that establishes a
more defined framework within which the State can continue its efforts to develop a
seamless health care system in Arizona through the implementation of various strategies
over the next two to three years.

Recommendation 2: Support of HealthCare Group Changes

While the current economic climate in Arizona does not lend itself to the implementation
of new programs, the Task Force felt that it was important to try and maintain those
programs that have proven to play an effective role in making health care coverage
accessible and affordable to Arizonans. To that end the Task Force supported the
continuation of the HealthCare Group program and formally adopted a series of
proposed changes to the program.

07/15/03




Statewide Health Care System Task Force

‘Laws 2002, Chapter 265 continues the efforts of the Statewide Health Care Insurance
Plan Task Force as the Statewide Health Care System Task with modifications to its
membership and committee charge to include all health care issues. The Task force

was extended until December 31, 2004 and is guided by the principle that health care
should be:

Available and accessible.
Affordable and properly financed.
Provided through a seamless system.

Done in collaboration and in cooperation with the various stakeholders from the
public and private sectors.

e o o o

In addition, the Task Force is charged with continuing the efforts of the previous Task
Force.

Guiding Principles
During its meetings in 2002, the Task Force and discussed the following issues to work
on in the future:

Provide a continuum of health care services and information.
Identify and eliminate gaps in coverage for both the uninsured and underinsured.
Find ways to make the health care system more efficient and available.

Build a comprehensive system that balances the competing interests — private
sector, state and federal government.

Statewide Health Care System Task Force - 2003 Members

House of Representatives
Jim Carruthers - Co-chair
Amanda Aguirre

Deb Gullett

Ted Carpenter

Senate

Linda Binder - Co-chair
Dr. Robert Cannell
Carolyn Allen

Dean Martin

Public

Dr. George Burdick - Health Care Provider

Terry Cooper - Consumer Advocacy Group

Kirk Adams - Business Community

Nancy Koff - University of Arizona Health Science Center
Sandy Gibson - Health Insurance Plan

07/15/03
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Health Coverage

in Arizona

Incbhie-Biised

"AHCCCS/ALTCS &
. KidsCare

Premium Sharing (§

HIFA Parents

* = Proposed Programs that were being
considered by the Task Force
*#+ = Uninsured Characteristics:

Rural Areas

Small & Medium
Employers

Low-Income (not poor)
Early Retirees

Elligible, but not enrolled

ATTACHMENT..?)..—,




H alth Coverag
in Arizona (Income Based)

Premium Sharing ~ Chronically 111 Only (limited to certain
ilinesses and maximum number of participants active at —400% FPL
one time) — subsidized coverage (Ends 9/17/03)

Ticket to Work (limited to | Breast and Cervical —250% FPL
disabled returning to work | Program (under 65 and
— allows them to retain ineligible for other forms of
Medicaid benefits) Medicaid)
ALTCS —300% SSl or 223% FPL [223% FPL
KidsCare HIFA Premium Sharing o
(limited to Parents (requires premium up to [~200% FPL
children under 4% of gross income) —
19) subsidized coverage

(Ends 9/17/03)

Transitional Medical Assistance (TMA)

—185% FPL
Medicare — Cost Sharing Programs (up to 175%) —175% FPL
AHCCCS Medicaid — Children Age 1 & Under (SOBRA) L 140% FPL
AHCCCS Medicaid- AHCCCS Medicaid - -133% FPL
Pregnant Women Children Ages 1-5 (SOBRA)
AHCCCS Families | AHCCCS Ssl
Medicaid — and Medicaid — | Limited |_ ./
Various Children | Children 100% FEL AT L
Programs Based | 1931 Ages 6-18 ~:Income-Based -
on Income — L I
Prop 204/Title -AHCCCS/ALTCS
XIX Waiver SR
nd

AHCCCS Medicaid — Spend-down Group (medical

expenses reduce gross income to 40% FPL) [40% FPL

Note: New cost sharing measures will be implemented
with some programs starting 10/01/03.

07/14/03




Linda Taylor

From: Tim Sweeney

Sent: Thursday, July 24, 2003 3:21 PM

To: Linda Taylor

Subject: RE: Presentation to the Statewide Health Care Task Force Committee on 7/15/03

As you requested, here is a brief summary of the figures | presented at the Task Force meeting...

As | explained at the meeting, these numbers are rough estimates, and arelwere correct to the best of my knowledge (1

am not the DES or the DHS analyst here, so | wanted to make the members aware that, as | understood everything, these
were the right numbers)

| hope this is what you were looking for.

Tim

DHS FY 03 FY 04
(approximate amounts in millions)
General Fund 302 317
Tobacco Settlement 47 47
Tobacco Tax 13 29
Federal 330 430

included is approximately 18 M in additional Fed aid.

AHCCCS FY 03 FY 04
General Fund 611 679
Tobacco Tax 134 161
Tobacco Settlement 65 45
County Funds 263 260
Federal 2,400 2,800
CHIP 95 113

included is approximately 97 M in additional Fed aid (including some for counties)

DES FY 03 FY 04
General Fund 186 201
Other Funds 18 21
Federal 293 ) 334

included is approximately 97 M in additional Fed aid (including some for counties)

—~Original Message—

From: Linda Taylor

Sent: Thursday, July 17, 2003 2:01 PM

To: Tim Sweeney

Subject: Presentation to the Statewide Health Care Task Force Committee on 7/15/03

Could you e-mail or send over (House - Room 125) a copy of the figures you presented to the Committee - for the
minutes? | would really appreciate it.

1
’ATTACHMENT_Z.




Partnership for LLong Term Care

Page 1ot 1~

Approximately 40 percent of the 65-and-over
population will eventually need long-term care,
with an average stay of 2.5 years at a cost
ranging from $30,000-$65,000 annually. And
although many elderly Americans still believe
that their long-term costs will be covered by
Medicare, the truth is that only after spending
down to impoverishment will they receive public
support through Medicaid.

The Partnership for Long-Term Care provides
an alternative to spending down or transferring
assets by forming a partnership between
Medicaid and private long term care insurers.
Participating states work with insurers to create
insurance policies that are more affordable and
provide better protection against
impoverishment than those commonly offered.
Once private insurance benefits are exhausted,
special Medicaid eligibility rules are applied if
additional coverage is necessary.

The authority for instituting the Partnership for
Long Term Care (PLTC) program resides in
state plan amendments rather than Centers for
Medicare and Medicaid Services (CMS)
waivers. There is a provision in Medicaid law
that allows a state to alter the asset eligibility
criteria dependent on a state specified
requirement. In this case, it is the purchase of a
state certified long term care insurance policy.

The Partnership is sponsored by The Robert
Wood Johnson Foundation.

Partnership Update
Overview
4 Fact Sheet
OBRA 1993
Replication Activity

Publications
Participating Insurers
Contacts

Partnership Presentation

Partners In_Social Marketing

Related Links
California
Connecticut
Indiana
New York

Questions and comments regarding the Center on Aging can be directed by E-mail to
speters@wam.umd.edu

UMCA Homepage

Last Updated 10/24/02

http://www.hhp.umd.edw/AGING/PLTC/index.html

7/15/2003
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ARIZONA STATE LEGISLATURE

Interim Meeting Notice

Open to the Public

Statewide Health Care System Task Force

DATE: Wednesday, October 15, 2003
TIME: 1:00 PM

PLACE: Senate Appropriations Room 109

AGENDA

1. Opening Remarks
2. Update on Working Group Activities
¢ High Risk Pool
+ State Employee Self-Insurance
3. Department of Insurance
¢ Overview of Health Insurance Market
+ Arizona Regulatory Policies
4. Committee Discussion
5. Public Testimony
6. Adjourn

MEMBERS:
Senator Binder - Cochair Representative Carruthers - Cochair
Senator Allen Representative Aguirre
Senator Cannell Representative Carpenter
Senator Martin Representative Gullett

Kirk D. Adams

Dr. George Burdick
Terry Cooper
Sandy Gibson
Nancy Koff

tm
11/26/2003

People with disabilities may request reasonable accommodations such as interpreters, alternative
formats, or assistance with physical accessibility. If you require accommodations, please contact
the Chief Clerk's Office at (602) 542-3032, (TDD) 542-6241.




ARIZONA STATE LEGISLATURE

STATEWIDE HEALTH CARE SYSTEM TASK FORCE

Minutes of the Meeting
Wednesday, October 15, 2003
1 p.m., Senate Appropriations Room 109

Members Present: '
Senator Linda Binder, Cochair Representative James Carruthers, Cochair

Senator Dean Martin Representative Amanda Aguirre
Mr. Kirk D. Adams Representative Ted Carpenter
Dr. George Burdick Representative Deb Gullett

Mr. Terry Cooper Ms. Sandy Gibson '

Members Absent:
Senator Carolyn Allen Ms. Nancy Koff
Senator Robert Cannell

Staff:
Julie Keane, Senate Health Committee Analyst

Senator Binder called the meeting to order at 1:12 p.m., attendance was noted, and each
member of the Committee introduced themselves. '

Representative Gullett presented an update on self-insurance, providing a handout (Attachment 1)
compiled by the Arizona Department of Administration (ADOA). She explained that ADOA recently
requested bids and received a number of excellent proposals from insurance carriers that also
included coverage for rural areas. Based on these proposals, it appears that a self-insurance
health plan could be cost effective and provide improved medical coverage in all areas of the
State. She pointed out that 36 states are self-insured, as well as rnany large corporations. :

Representative Gullett noted that this year, CIGNA increased their premiums by 23%, although
they suggested a 49% premium increase for the Preferred Provider Organization (PPO) plan. Itis

projected that next year, the average premium increase for private insurance companies will be
19%.

Ms. Gibson provided an update on high-risk pools, explaining that her work group discussed the
concept and purpose of a high-risk pool, which is to provide a safety net to give coverage to people
who are uninsurable because of medical conditions. She indicated that some research has
already occurred, specifically by Senator Leff. The work group discovered that there is help
available for states through the Federal Trade Assistance Act, however, there are many
requirements attached so they decided to abandon the idea.

Ms. Gibson pointed out that when establishing a high-risk pool, one of the biggest decisions is to
determine whether the Health Insurance Portability and Accountability Act (HIPAA) group would

Statewide Health Care System Task Force
October 15, 2003
Page 1




be included. Most high-risk pools do include the HIPAA individuals; therefore, the work group is .
considering doing so.

In response to Senator Binder, Ms. Gibson replied that Senator Leff did pass legislation in the

past couple of years that included high-risk pools; however, it was not funded. She stressed
that the challenge is how to fund this type of legislation.

Representative Carruthers expressed his concern that he would not want the self-insurance
plan to be only a high-risk pool. Ms. Gibson agreed that the dilemma is how to keep the high-
risk pool for the purpose it is intended, which is a safety net for a relatively small population.
She suggested that the key to success is to establish excellent criteria for those who would
qualify for the high-risk pool. '

Représentative Aguirre noted that the size of the high-risk pool might be determined by the
number of retirees 65 years of age and older who do not have a supplement to Medicare.

Vista Brown, Legislative Liaison, Department of Insurance (DOI), distributed a packet of
information including a document entitled Arizona's Health Insurance Market (Attachment 2)
which covers: 1) health care financing; 2) private commercial health insurance marketplace;
3) top 10 accident and health insurers in Arizona; 4) insurers authorized to write health
insurance in Arizona; 5) HIPAA; 6) rate regulation; and 7) trends. She emphasized that DOI
does not regulate the entire insurance marketplace, noting a concern that'when laws are
. passed, there are a number of areas that are not impacted.

Ms. Brown also pointed out that in the handout there are additional documents showing the
2002 ranking of the top 25 insurers by premiums written for accident and health policies
(Attachment 3), as well as for all other health care plans (Attachment 4). She clarified that
“5ccident and health” is a broad term that covers several different types of insurance such as
major medical, income disability, limited benefits, and various others. There are 464 insurance
companies reporting some volume of business writing health insurance policies in Arizona, with
only 40 companies reporting 500 or more policyholders as identified in the 2002 Market Analysis
Survey (Attachment 5). There are 46 accountable health plans in Arizona (Attachment 6) that
include Health Maintenance Organization (HMOs) and indemnity insurers writing small and
large group policies.

Ms. Brown next discussed HIPAA, noting the small group premium and tax exempt data
(Attachment 7). She also talked about the rating band law, explaining that DOI can disapprove
a policy form if benefits are unreasonable in relation to the premium charged. She mentioned
that the industry trends include: 1) higher premiums; 2) reduction in benefits; 3) insured paying

greater share of premium; 4) Medical Savings Accounts (MSAs) and discount plans; and
5) blending of products.

In response to Representative Carruthers, Ms. Brown replied that according to the Center for
Studying Health System Change, there does not appear to be any relief in premium increases
anytime soon. Senator Binder requested that a copy of the report be distributed to Committee
members to review. Ms. Gibson added that she has heard that the acceleration of the increases in
the future will not be as steep as they were last year.

Statewide Health Care System Task Force
October 15, 2003
Page 2




Representative Aguirre wondered if there is a study showing how many small business employees
have lost benefits because of the increased rates, as well as those employees who have had to
incur a larger portion of the premium. '

Representative Gullett pointed out that there are '900,000 Arizonans on the Arizona Health Care
Cost Containment System (AHCCCS). She inquired as to whether more people have moved to
the AHCCCS roles who used to be insured by a private insurance company; thus increasing the

cost to the State. Ms. Gibson replied that the overall small group insurance .market has been
relatively flat.

Dr. Burdick suggested that the trend where individuals move from private commercial insurance to
self-insurance can be a good thing. The problem is lack of tax incentives for private individuals.

Mr. Adams asked for clarification regarding the discrepancies of market share for United
Healthcare between the two reports (Attachment 3 and 4). Ms. Brown replied that one report
represents United Healthcare’s HMO market share and the other report represents their indemnity
group. '

Mr. Adams wondered why Blue Cross/Blue Shield’s (BC/BS) loss ratio was no'f listed on
Attachment 3, since they are the largest provider in the State. Ms. Brown explained that BC/BS is
listed on Attachment 4 because of the nature of their license. '

Mr. Adams stated that as he reviews the loss ratios, the top ten insurers have extremely high loss
ratios, which does not include their expense ratios. It appears that the companies that are insuring
the highest number of Arizonans are not doing very well, which may account for the rate increases.
He inquired about the long-term solvency of the companies. Ms. Brown noted that all of the
insurers are subiject to risk-based capital requirements, which includes minimum provisions, as well
as a complicated analysis requirement. All insurers on the report are in compliance with these
requirements. She suggested that is one of the reasons for the premium increases, because the
insurers have not been profitable and are seeking to return to profitability.

Mr. Adams questioned if DOI has information on the combined ratios for each of the companies.
Ms. Brown replied that the data is available. Mr. Adams added that he feels that information would
be helpful to the Committee, because it would provide a more accurate picture of how much
money a company is making or losing. Ms. Gibson mentioned that accident and health carriers
tend to be the smaller companies; the larger companies typically do not have an accident and
health license. She explained that Arizona is perceived as a fairly robust competitive viable
market, noting that all of the major national carriers operate in Arizona. She added that carriers
lost money in the mid-1990s and now most of them are on the upswing, with all carriers having
adequate surplus. She said that she feels that all companies are solvent.

In response to Mr. Adams question, Ms. Gibson noted that most health insurance carriers have
made a profit in Arizona in the past two years. Mr. Adams suggested that the trend is to increase
costs each year. The average rate increase has been recorded as 19%, which is important to
stress that is an average number. Many small businesses are experiencing rate increases much
larger than 19%. He explained that his company renewal rate was 36% on top of the 25%

Statewide Health Care System Task Force
October 15, 2003
Page 3




increase the previous year. As a result, the company had to reduce benefits and ask employees to -
contribute more. There is a trend among providers for age banding on group policies, when
traditionally each employee paid the same rate regardless of age. Ms. Brown indicated that she is

not aware of that because DOI does not receive rate filings. Ms. Gibson noted that to develop
premium rates for groups, most carriers look at the age of the individuals. '

Mr. Adams commented that insurance companies are obligated to operate to provide stockholders
with a return on their investment. He suggested that the activities of the Committee are timely,
because he feels that the small business owners are headed for a crisis. He emphasized that
when businesses employing less than 100 people are unable to offer health insurance coverage,
someone will look at serious reforms in the healthcare system. He indicated that anything this
Committee can do to encourage more competition in the insurance industry would go a long way in
preserving the insurance offered to employees of small businesses. He stressed that he feels the
political community has not had the will to do what needs to be done to reform, not just the delivery
of the healthcare services, but also the factors that are driving costs up.

Dr. Burdick stated that the loss ratios on the report only reflect Arizona and suggested that it would
be helpful to review the national medical loss ratios. Ms. Gibson noted that medical loss ratios are
difficult to compare without taking into account other factors, such as mix of business. She
explained that the pure overhead ratios tend to range between 10% to 13% of premium.

In response to Senator Binder, Ms. Brown replied that the trend is to not regulate rates. It is
~ presumed that a competitive market will regulate the rates.

In response to Representative Carpenter, Ms. Brown explained that the long-term driver of cost is
new technology and procedures. Short-term drivers of cost include hospital consolidation, labor
shortages, new drugs, and advertising. ’

Senator Martin stressed that the more rates are regulated, costs will increase. Mr. Adams added
that one of the most striking things in the DOI presentation is the low number of insurers that are
actively marketing individual health insurance. If the rate regulation was increased for the
insurance companies, he said that the number of insurers willing to participate would be reduced.
He submitted that the health insurance market in Arizona would be better with more insurers
actively scrambling for market share, thus doing their best to keep costs down.

Representative Carpenter suggested that if it is determined that Arizona should become self-
insured, it is important to ensure the program is not raided when times are tough. Also, it would be
necessary to ensure the premiums are adequate to keep the program operating.

Representative Carruthers stated that the Committee needs to have some recommendations put
together by December for all members to review. He reminded the members that whatever they
decide on, they will need to sell it to the remaining legislators.

Senator Martin brought up the fact that the State used to have a plan with six or seven options.

Self-insurance is not the only way to get more options; that decision is made when drafting the
Request for Proposal (RFP).

Statewide Health Care System Task Force
October 15, 2003
Page 4




Representative Gullett pointed out that Ms. Bayless is most interested in the cost-cutting options -

that may be available in the self-insurance program.

Marie Elizabeth Wells, Representative, Silver Haired Legislature, distributed. a booklet
(Attachment 8) regarding mandatory health insurance. She explained that in Arizona, there are
one million people uninsured, one million on AHCCCS, one million on Medicare, and three million
insured. She pointed out that just because a person is employed does not mean they are covered
by insurance, since there is no mandate that businesses offer insurance to their employees. Of
the one million uninsured in Arizona, a large portion have sought to purchase individual policies
and are denied coverage based on various health conditions such as high blood pressure or job
descriptions such as part-time status. She stressed that these citizens are responsible and
employed; however, they are not offered the opportunity to purchase group health insurance. A
group policy that allows minimal catastrophic coverage reduces the emotional strain of an

unexpected serious illness that could devastate a person's assets and potentially lead to
bankruptcy. '

Ms. Wells referred to the booklet, noting that it provides facts and figures on the uninsured and how
they are less likely to get well from serious iliness. The booklet also has a review of a recent bill
signed in Califoria that designates companies with over 50 employees to offer health insurance.

There being no further business, the meeting was adjourned at 2:35 p.m.

Respectfully submitted,

Carol Dager ( 5 '

Committee Secretary

(Tapes and attachments on file in the Secretary of the Senate's Office/Resource Center, Room 115.)

Statewide Health Care System Task Force
October 15, 2003
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Arizona’s Health Insurance
Market

Presentation to the Siaewide Heaith Care Task Force
Vista Thompson Beown
Arizona Depariment of Insurance
Odcber 15, 2003

Health Care Financing

+ Private commercial health insurance
{Group and individual)
» Employer sponsored benefit plans
(ERISA plans: self-funded & insurad)
« Healthcare Group
(Sma'l group coverzge; includes °“groups of 17)
* Medicaid (AHCCCS)
+ Medicare & Medicare+Choice
(Medicare Supplement)
« Miscellaneous: CHAMPUS, VA, Indian Heaith

Private Commercial Health
Insurance Marketplace

* Large group
= Small group (2-50)

+ Individual

mchment

e
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Health Care Services Organizations

Cigna HealthCare of Arizona | 267,840 AZ members®*
Pacificare of Arizona 229,721
Aetna Heaith Inc. 205,114
United Healthcare of Arizona 138,097
Health Net of Arizona 116,859
Humana Hea'th Plan, Inc. 51,962
Sun Health Medisun, Inc.* 16,393
One Health Plan of Arizona 7,119

*Predsmenartly Medicare+Choice ** Source: 2002 Annual Statements

Hospital, Medical, Dental, Optometric
Service Corporations (‘HMDOs")

Blue Cross Blue Shield
of Arizona, Inc.

770,142

Arizona subscribers
* Includes those eligible for
services under self-insured

and network rental programs
minister 8

Mayo Health Plan of
Arizona
(in run-off; plans to

surrender license effective
1/104)

30,200
Arizona members

Top 10 Accident and Health Insurers

Insurer Major Medical AZ policies (02)*
United Healthcare IC 57,013
Connecticut General Life IC 43,939
Humana Insurance Company 26,535
Corpcrate Health IC 24,082
Health Net Life IC 23,504
Mega Life And Health IC 12,238
United Wisconsin Life IC 11,875
Fodis insurance Company 10,626
Aetna Life Insurance Company 8,458
Golden Rule Insurance Company 7,244

*Source 2002 Mark.et Analysis Suney
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Insurers Authorized to Write Health
Insurance

* 464 Licensed disability insurers (“indemnity”)*
Only 40 insurers reporting at least 500+ major
medical policyholders, and only 8 insurers reporting
atleast 10,000+ major medical policyholders.

* 46 Accountable health plans
includes HMOs, HMDOs, and indemnity insurers
wriling small and large group policies.

* 24 Insurers are “actively marketing” individual

health insurance

* Many insurers offer only “limited benefits™ products

HIPAA

+ Small group market (2-50)
— Guaranteed issue fo all small groups
— Premium tax exemption (A.R.S. § 20-2304)
— Must participate if selling to large groups
* Individual market
— Guaranteed issue to “HIPAA eligibles™ without
preexisting condition limitations
* 18 months of creditable coverage, the most recent
of which was group coverage
+ No breaks in coverage of longer than 63 days

“Rate Regulation”

« Large group - not subject to regulation

Small group - have to certify compliance
with rate band in A.R.S. § 20-2311

+ Service corporations (HMDOSs) and
disability insurers (as to individual
insurance)

— ADOI can disapprove a palicy form if benefils
are unreasonable in relation to the premium
charged. A.R.S. § § 20-826(L), 20-1342.02.

* Individual - loss ratics in A A.C.R20-6-607




Rate Regulation - continued

* HMOs

— No requirement to file premiums
- File co-pays as “variables”

Trends

Higher premiums
Reduction in benefits
Insured/employee paying greater share

Away from private commercial insurance
to self-insurance and less-regulated
alternatives (MSAs, discount plans)

“Blending” of products




ACCIDENT AND HEALTH

Includes Accdent and Health Insurance business wntlen by Propery and Caswally insurers

2002 Ranking of Top Twenty-Five Insurers by Premiums Written

($000 Omitted)
PREMIUMS PREMIUMS LOSSES  LOSSES LOSS
NAICS INSURER NAME Market Share  WRITTEN  EARNED PAID INCURRED RATIO
‘02 ('01) (1) (g] ] 4 (030)]

179413 UNITEDHEALTHCAREINSCO 10.1% (8.0%) 183,335 181,624 144211 147,219 81.1%

5.8% (4.9%) 105,167 103,649

26 454

798%

11,438

2 B E

14207 G5 %
iR

11.6%

15,030

11,912 607%

24 ;2044 INENTA! UALTY.CC ; e e L it giod
25. 35106 NWAGARAFIREINSCO 1.0% (25/0) 13,763 18.763 22,303 16,726  89.1%
Total for Top 25: 64.7% 1,178,676 1,163,691 876,863 921,632 79.2%
Total for 464 Insurers reporting: 1,822,742 1,804,598 1,370,123 1,427,134 79.1%

Comgary Nanes  CQ = CCMPANY CORP = CORPORATION INS = INSURANCE

Note: Due to rounding, numbers may not produce the lolals presented.
Inswrers Reporling may inciude insurers that did nol have any written pramiums but may have repored other
activity such as Diect Premiums Eamed, Dividends Paid, Losses Paid and Losses incurred.

Total Arizona Premiums for This Line for All Insurers Reporting
{$000 Omitted)

2002 2001 2000 1999 1998

119

pasehment —

3
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ALL OTHER HEALTH CARE

2002 Ranking of Top Twenty-Fivet Insurers by Premiums Written

PREMIUMS  ARIZONA INSURER
NAIC# INSURER NAME MarketShare  WRITTEN  MEMBERS TYPE
'02  ('01) (5000 Omitted) UrRs
1. 95617 PACIFICARE OF ARIZONA, INC. 4% (22.6%) 908,527 229,721 HCSO

2.195125 _CIGNA HEAL THCARE OF ARIZONA, INC. 0,2% (14.9%) -~ 5818,020 7,840 ;1
3. 53589 BLUE CROSS AND BLUE SHIELD OF ARIZONA, NG, 185% (15.4% 751,869 770,142
'4.95206 HEALTH NET OF ARIZONA, INC. 52,8 116,850 L.
5. 96016 UNITED HEALTHCARE OF ARIZONA, INC.
895003 AETNAHEALTH I
7. 95885 HUMANAHEALTH PLAN, INC.
- 8.195982 SUN HEALTH MEDISUN, INC -
9. 52637 MAYO HEALTH PLAN ARIZONA
:10. 53507 DELTA DENTAL PLAN OF ARIZONA: If
11. 95797 ONE HEALTH PLAN OF ARIZONA, INC.

SERVICE CORP
ERVICE CORP

HCSO
12.:47013 - CIGNA DENTAL HEALTH PLAN OF ARIZONA, ING: 108,9¢ PREPAID DENTAL
13. 53090 EMPLOYERS DENTAL SERVICES, INC. 150,298 PREPAID DENTAL

14747708 ;UNITED DENTAL ‘CARE OF ARIZONA, IN
15. 52120 TOTAL DENTAL ADMINISTRATORS HEALTH PLAN, INC.
116.747012 - SIGHTCARE, INC.
17. 95224 PREMIER CHOICE DENTAL, INC.
1895360 PRIVATE MEDICAL CARE OF ARIZONA, NG

_ = 114, 710’
1743 12299

19. 52122 UNITED CONCORDIA DENTAL PLANS COF ARIZONA, INC. 00% (0.09 158 1,207 PREPAID DENTAL
Total for Top 25: 100.0% 4,055,382 2,438,271
Total for 13 Insurers reporting: 4,055,382 2,438,271

Corgary Nares €O =COMPANY CORP = CCAPORATION  INS = NSUPANCE

Note: Due to rounding. numbers may not produce the tolals presented.
Insurers Reporting may incude insurers that did ot have any antten premiums bul may have reported other activity such
as Arizona Members,

T There were oniy 19 of these Insurers reporting busiress in Arizona during Calendar Year 2002.

Total Arizona Premiums for This Line for All Insurers Reporting
{5060 Omitled)

5,000,000 /=

2002 2001 2000 1999 1998

120 11[
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2002 MARKET ANALYSIS SURVEY - Life and Disability *

Limited Benefit and Major Medical Policies

e

SNAIC:: o, s Insurer. Name: . : ‘Benefit Total**_Grand Total |
79413]UNITED HEALTHCARE INSURANCE COMPANY 57,013 21,443 129,277
62308|CONNECTICUT GENERAL LIFE INSURANCE COMPANY 43,939 13,730 102,706
73288|HUMANA INSURANCE COMPANY 26,535 24,585 69.079
72052|CORPORATE HEALTH INSURANCE COMPANY 24,082 0 24,082
66141|HEALTH NET LIFE INSURANCE COMPANY 23,504 0 23,516
97055|MEGA LIFE AND HEALTH INSURANCE COMPANY, THE 12,238 3,785 19,687
97179{UNITED WISCONSIN LIFE INSURANCE COMPANY 11,875 3,347 15,222
69477|FORTIS INSURANCE COMPANY 10,626 1,240 15,359
60054 |[AETNA LIFE INSURANCE COMPANY 8,458 61,897 113,859
62286|GOLDEN RULE INSURANCE COMPANY 7,244 0 16,598
69744 {UNION LABOR LIFE INSURANCE COMPANY 7,228 10,923 49,139
60305|AMERICAN COMMUNITY MUTUAL INSURANCE COMPANY 6,650 7.857 20,064
65080]JOHN ALDEN LIFE INSURANCE COMPANY 6,233 145 10,335
84506|PACIFICARE LIFE ASSURANCE COMPANY 5,886 6,498 18,883
61425|TRUSTMARK INSURANCE COMPANY 5,841 34,303 67,119
90611]ALLIANZ LIFE INSURANCE COMPANY OF NORTH AMERICA 5,166 28,984 57,074
67466]PACIFIC LIFE INSURANCE COMPANY 5,113 8.118 45,207
97268|PACIFIC LIFE & ANNUITY COMPANY 5,106 8,124 21,426
61271|PRINCIPAL LIFE INSURANCE COMPANY 5,060 74,672 110,592
69078]STANDARD SECURITY LIFE INSURANCE COMPANY OF NY 3,570 30 7,763
61557|CPIC LIFE INSURANCE COMPANY 3,395 176 6,654
66087 |MID-WEST NATIONAL LIFE INSURANCE COMPANY OF TENN. 3,146 1,263 5,193
74217{MEDICAL SAVINGS INSURANCE COMPANY 3,055 0 3,055
71412|MUTUAL OF OMAHA INSURANCE COMPANY 2,823 35,148 50,603
60836]AMERICAN REPUBLIC INSURANCE COMPANY 2,155 182 9,836
81108|UNITED SECURITY LIFE INSURANCE COMPANY OF ILLINOIS 2,120 279 4,825
69868|UNITED OF OMAHA LIFE INSURANCE COMPANY 2,088 61,454 165,685
70408|FORTIS BENEFITS INSURANCE COMPANY 1,852 48,719 76,256
80926} GE GROUP LIFE ASSURANCE COMPANY 1,753 8,191 9,944
68322|GREAT-WEST LIFE & ANNUITY INSURANCE COMPANY 1,283 7,875 27,427
64246]GUARDIAN LIFE INSURANCE COMPANY OF AMERICA 1,061 47,776 65,929
66915|NEW YORK LIFE INSURANCE COMPANY : 988 5,743 98,612
70106{UNITED STATES LIFE INS. CO. IN THE CITY OF N. Y., THE 959 9,111 26,070
76112;OXFORD LIFE INSURANCE COMPANY 948 4 14,108
61727|CENTRAL RESERVE LIFE INSURANCE COMPANY 915 162 1,929
71404 CONTINENTAL GENERAL INSURANCE COMPANY 915 ' 162 1,929
71773| AMERICAN NATIONAL LIFE INSURANCE COMPANY OF TEXAS 736 25,958 26,753
624 13JCONTINENTAL ASSURANCE COMPANY 728 20 20,211
65978 METROPOLITAN LIFE INSURANCE COMPANY 538 269,553 300,476
70629|WORLD INSURANCE COMPANY 510 70 823
62324| FREEDOM LIFE INSURANCE COMPANY OF AMERICA 488 304 801
91626]NEW ENGLAND LIFE INSURANCE COMPANY 405 259 1,058|
80799|CELTIC INSURANCE COMPANY 377 0 396
82538|NATIONAL HEALTH INSURANCE COMPANY 358 16 842
66281|MONUMENTAL LIFE INSURANCE COMPANY 306 44 826 - 114,004
62553| COUNTRY LIFE INSURANCE COMPANY 303 714 12,009
67784 PHILADELPHIA AMERICAN LIFE INSURANCE COMPANY 257 10 217
71870|FIDELITY SECURITY LIFE INSURANCE COMPANY 246 48,750 51,164
81264 |NIPPON LIFE INSURANCE COMPANY OF AMERICA 132 201 399
60534| AMERICAN HERITAGE LIFE INSURANCE COMPANY 125 5,446 6,177
80578{PHYSICIANS MUTUAL INSURANCE COMPANY 124 6,580 10,293
62944|EQUITABLE LIFE ASSURANCE SOCIETY OF THE UNITED STATES 119 808 32,163
64130jLIFE INVESTORS INSURANCE COMPANY OF AMERICA 96 1,576 22,229

* Policy counts reported by insurers are not verified. \g i

** Limited Benefit plans include: vision or dental-only, disability income, hospilal indemnity, or specified disea \4

————
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20.

21.
22.

23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.

ARIZONA ACCOUNTABLE HEALTH PLANS

(Companies Authorized to Sell Group Health Insurance)

Aetna Life Insurance Company
Aetna U.S. Healthcare, Inc.
Allianz Life Insurance Company of North America
Alta Health & Life Insurance Company
American Community Mutual Insurance Company
Avemco Insurance Company
Benchmark Insurance Company
BEST Life and Health Insurance Company
Blue Cross/Blue Shield of Arizona, Inc.
Cambridge Life Insurance Company
Central Reserve Life Insurance Company
CIGNA Healthcare of Arizona, Inc.
Connecticut General Life Insurance Company
Continental Assurance Company
Corporate Health Insurance Company
Fidelity Security Life Insurance Company
Fortis Benefits Insurance Company
Fortis Insurance Company
Foundation Health Systems Life & Health Insurance Company
dba Health Net Life Insurance Company
GE Group Life Assurance Company
formerly Phoenix American Life Insurance Company
Great-West Life & Annuity Insurance Company
Health Net of Arizona, Inc.
formerly Intergroup Prepaid Health Services of Arizona, Inc.
Humana Health Plan, Inc. ' ’
Humana Insurance Company
John Alden Life Insurance Company
MEGA Life and Health Insurance Company (The)
Metropolitan Life Insurance Company
Mid-West National Life Insurance Company of Tennessee
Monumental Life Insurance Company
National Health Insurance Company
New England Life Insurance Company
One Health Plan of Arizona, Inc.
Pacific Life & Annuity Company

ngnt_____-—
Jo-15-0%




34.
35.
36.
37.
38.
39.
40.
41.
42.
43.
44,
45.
46.

ARIZONA ACCOUNTABLE HEALTH PLANS
(Companies Authorized to Sell Group Health Insurance)

Pacificare Life Assurance Company

PacifiCare of Arizona, Inc.

Pan-American Life Insurance Company

Principal Life Insurance Company

ReliaStar Life Insurance Company

State Farm Mutual Automobile Insurance Company
Trustmark Insurance Company

United HealthCare Insurance Company

United HealthCare of Arizona, Inc.

United Security Life Insurance Company of lllinois
United States Life Insurance Company of New York (The)
United Wisconsin Life Insurance Company
Washington National Insurance Company

SV




SMALL GROUP PREMIUM AND TAX EXEMPT DATA FROM PREMIUM TAX REPORTS

YEAR

1996
1997
1998
1999
2000
2001
2002

TOTAL

SMALL
GROUP
PREMIUM

$110,149,163
$280,216,533
$309,114,318
$389,732,050
$460,846,488
$505,881,905

$597,632.140

$2,653,572,587

TAX RATE TOTAL
% TAXES
EXEMPTION EXEMPT
1.00% 1,101,492
1.560% 4,203,248
2.00% 6,182,286
2.00% 7,794,641
2.00% 9,216,930
2.00% 10,117,638
2.00% 11,952,643
50,568,878

NOTES: (1) THE PREMIUM AMOUNTS SHOWN ARE THE TOTAL EXEMPTIONS FOR

THEREAFTER.

THE YEAR LISTED. THESE ARE THE AMOUNTS AFTER ADJUSTING THE
1996 AND 1997 PREMIUMS TO SHOW ONLY THE EXEMPTED PORTION.
(2) IN 1996 THE EXEMPTION WAS 1% BEGINNING JULY 1, 1996.
(3) IN 1997 THE EXEMPTION WAS 1% TO JULY 1, 1997 AND 2%

wmant j""’
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REFERENCE TITLE: Mandatory Health Insurance

Arizona Silver Haired Legislature

ASHL 0311

Introduced by
Delegate Marie Wells

P—
O WOoONA WL B W N -~

A RESOLUTION
MANDATORY HEALTH INSURANCE

Page 1 of 1

Be it resolved by the Arizona Silver Haired Legislature:

Whereas, In the 1998 census Arizona showed 1,187,000 people lacked health insurance;
and

Whereas, Anzona will be discontinuing the state’s Premium Sharing program in September,
2003 which helped the uninsurable, (e.g. diabetics), to obtain health insurance
based on their income; and

Whereas, In 1999 only 44% had employer-based coverage in urban areas, and 31% in rural
areas.

Therefore, Be it resolved by the Arizona Silver Haired Legislature urge that Arizona law
requires employers in Arizona with over 20<€rﬁﬁloyees be required to offer health
insurance to all temporary, part-time, and full-time employees 19 years of age or

older that work 15 or more hours per week, after three months of employment.
DN e T

g

G:\CherASHL\2003 Resolutions\0311 Wells.doc Arizona Silver Haired Legislature
6/20/03; Last printed /21703 11:54 AM
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New state .aw {o require hea.th coverage

4 mi'lion workers expected to benefit; businesses decry costs

By Bill Ainsworth
UNION-TRIBUNE STAFF WRITER

October 6, 2003

SACRAMENTO - Gov. Gray Davis signed a bill pe
yesterday that takes a major step toward reducing the ranks j-a
of the uninsured, making California a national leader in
expanding health insurance.

The program will cover about 1 million of the 6 million
uninsured Californians by requiring larger companies to
provide health insurance for their employees or pay a fee
into a state fund that will provide coverage for the
workers.

The measure was one of the more contentious bills in the % :
s : . s : Associated Press
Lenglamre this year, with businesses decrymg the costs California Gov. Gray Davis takes notes before signing a

and health care advocates rallying for the exPanded pair of health care bllls at Kaiser Permanente Medicat
coverage. Center in West Los Angeles.

The costs for businesses have yet to be determined, but estimates put it in the range of $1,300 to $3,500
per employee annually.

"Today, California takes a bold and balanced step forward to reform health care," Davis said during a
ceremony in Los Angeles where supporters held "No Recall" signs.

He was joined by the Rev. Jesse Jackson, actor Danny Glover, several lawmakers and other backers of
the bill. -

Among the leading replacement candidates in the recall election, Democratic Lt. Gov. Cruz Bustamante
supports the new plan, and Republicans Amold Schwarzenegger and state Sen. Tom McClintock of
Thousand Oaks oppose it.

Supporters, including the California Medical Association, say the bill will improve the quality of life for

1 million uninsured people.

—

_The measure "establishes the principle that if you work hard and pay taxes, you should get health care,"

said Art Pulaski, head of the California Labor Federation, AFL-CIO, a backer of the bill and a supporter

of Davis' effort to survive tomorrow's recall elictiop.__

e

g
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According to the state Employment Development Department, 95 percent of employers have fewer than
50 employees and are exempt from the new law. Further, most large employers already pay health
insurance.

Firms that don't cover employees' health insurance are most often in retail sales, construction or the

restaurant industry. A survey by the Institute for Labor and Employment at the University of California
Berkeley found that 64 percent of private businesses favor the plan. -

Small-business owner Bobbi Kimball, who operates House Calls Home Health Agency in Stockton, said
she pays insurance for 35 workers and backs the legislation.

"If1 can do it, they can do it," she said. "If we have to force people to be generous, that's too bad."

Health care advocates say the bill is the largest expansion of health care since the federal government
passed a plan to insure children of the working poor in the mid-1990s. In California the plan, called
Healthy Families, was implemented in 1998.

Find this article at: '
http'JIwww.signonsandbgo.mnﬂnewslshte120031006-9999_1 n6bill.html

[T Check the box to include the list of finks referenced in the article.

httne//siononsandieeo. printthis.clickability.com/pt/cpt?action=cpt&expire=&urllD=78 1485... 10/8/2003
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Employers expected to fight new worker health insurance Jaw
Lynda Gledhill, Christian Berthelsen, Chronicle Sacramento Bureau

Monday, October 8, 2003

2003 San Francisco Chronicle | Feedback

URL: sfpate.com/article.cgi?file=/chronicle/archive/2003/} 0/06/MN285004. DTL,

Sacramento -- Gov. Gray Davis on Sunday signed into law a sweeping health care bill that
will require many employers to provide insurance for their workers, but opponents are
- already working to make sure it never takes effect.

Supporters of the law believe it will provide health insurance to nearly 1. 1 million working
Californians now without coverage. Employers would be required to pay up to 80 percent of
the cost, while employees would foot the rest of the bill.

While small businesses are exempt, some believe the bill -- known as SB2 -- could cost
California companies as much as $14.2 billion and thousands of jobs.

Opponents plan to file paperwork in the next couple of days to start a referendum that
would block the law.

"This bill is a multibillion dollar mandate that is a deterrent to job creation," said Richard
Costigan, vice president of the California Chamber of Commerce. "But we're ‘worried that
this is just the tip of the iceberg. In order to pay for SB2, companies are going to have to lay
people off, delay expansion, and look to relocate.”

But in signing the bill in Los Angles, Davis lauded it as another way California leads the
nation.

"Today we take a bold step to reform health care," Davis said at a ceremony attended by the
Rev. Jesse Jackson, actor Danny Glover and labor leaders.

The bill was labor's top priority for the legislative year, and Davis signed it just two days
before the state's historic recall election. Labor has been Davis' principal ally against the

recall.

The governor note rcent of personal bankruptcies in California are relatedto
people who go broke paying for health care, and that 80 percent of the uninsured in
California are workers an ilies of workers. He said the new law would go a long

way toward providing coverage for them.

"These are citizens who do exactly what we ask them to do," he said. "They work hard, they
%L play by the rules, and when they go to bed at night, they should have the peace of mind of %
knowing they can see a doctor if they get sick." —

Businesses with 20 or fewer employees would be exempt. Companies with more than 200
employees would also have to provide insurance for employees' dependents.

Costigan said opponents to the measure have not decided whether to pursue the referendum

http:// www.sfgate.com/cgi-bin/article.cgi?ﬁle=/chronicle/arcbive/2003/ 10/06/MN285004.L... 10/8/2003
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or go straight to legal challenges. But they will file the paperwork immediately, to preserve
that option.

Opponents of the law would have 90 days to gather 373,816 valid signatures to get 2
referendum on the ballot. The law would be stayed until the vote is held.

But there is widespread popular support for the health care measure, said Peter Warren of

the California Medical Association. He cited a poll showing that SB2 is backed by 63

percent of Californians. — T N
._.——-——_———-‘_—-———-_\

Costigan said legal action could be pursued on two fronts -~ both in state and federal court.
The Chamber of Commerce believes the bill constitutes a tax on both the companies and the
employees, and therefore it should have obtained a two-thirds vote to pass the Legislature.

Because there is no direct tax in the bill, it was approved on a simple majority vote, with
only Democrats supporting it.

The chamber also believes the law is pre-empted by federal statutes and could be overturned
in federal court.

Los Angeles firm Team X, a garment factory which uses the slogan "clothes with a

At the Los Angeles ceremony, Chris Mackin, vice chair of the unionized, emp]oyee-owned/
conscience," said the new law would actually create a level playing field for businesses.

"As a businessman, 1 believe in competing on other things than the health care of my
workers," he said. "I want to compete on quality . . . not on the backs of workers."

HEALTH INSURANCE ACT OF 2003

Who's covered: At least a million people who work in companies with 20 employees or
more. The bill would require employers to pay for 80 percent of health care coverage.
Employees would pay the remaining 20 percent, but low- wage workers would pay no more
than 5 percent of their wages.

When it takes eﬁ-’ect: Jan. 1, 2006, for companies with 200 or more employees; Jan. 1, 2007,
for companies with 50 to 199 employees.

What it would cost: Estimates range from $1.3 billion to $7 billion annually for California
businesses. Businesses would have the option to provide health coverage or pay a fee to the
state, which would obtain coverage.

What's next: Possible legal challenge from business groups and a possible voter referendum
to overturn the law.

E-mail Lynda Gledhill at Iglgdl_viu@..g]’glz[ogigl_e._trgm.
©2003 San Francisco Chronicle | Feedback

Page A - 12

htt'D://www.sfq,ate.com/cgi-bin/anicle.cgi?ﬁle=/chronicle/archjve/2003/ 10/06/MN285004.L... 10/8/2003
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Assigned to GOV FOR COMMITTEE

ARIZONA STATE SENATE

Phoenix, Arizona

FACT SHEET FOR S.B. 1100
health benefits; small employers

Purpose

Requires the Department of Administration (DOA) to generate a report on the feasibility
of a health and dental insurance buy-in program for small businesses. Transfers $25,000
to DOA from the Personnel Division Fund for FY 1997-1998 to defray the costs
associated with generating the report.

Background

The special report, Arizonans Without Health Insurance, issued October 1996, revealed
that 15 per cent of Arizona adults and children (approximately 600,000 individuals) are
without any form of health insurance. An identical study conducted by Louis Harris &
Associates in 1989 reported that approximately 13 per cent (about 450,000) of all
Arizonans were uninsured. Based upon these numbers, in the six year period between
1989 and 1996, the number of uninsured in Arizona increased by 33 per cent, out pacing
the states estimated population growth of 21 per cent.

The Flinn Foundation (in a 1990 supplement to its Harris Poll survey on insurance in
Arizona) reported that the majority of uninsured Arizonans live in Maricopa and Pima

Countigs. Flinn's figures also mdicate t i unemployed are more likely to be
uninsured, nearly eight out of ten of Arizona's uninsured are employed or dependenton

an employed adult. % —
Provisions
1. Requires DOA to prepare ‘ 4

(B\
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C veringtheUninsured.org Printable Fact Sheet

How Many People Lack Health Coverage In the U.S.?

The U.S. spent $1.4 trillion on health care in 2001, yet 41.2 million Americans lacked
basic health coverage.

e For most of the past 16 years, the number of people without health insurance

has been on the rise.
e Although the number of uninsured declined between 1998 and 2000, that

number is on the rise again because of a weakened economy and layoffs at
many companies. Currently, some 41.2 million Americans lack heaith
coverage, up 1.4 million from 2000. This includes 8.5 million children.

Who Are The Uninsured?

There are 41.2 million uninsured:

19.4 million are non-Hispanic White
12.4 million are Hispanic

6.8 million are Black

2.3 million are Asian and pacific 1slander

(Source: Census Bureau, September 2002)

piote: There are at least seven major surveys that reflect the national picture of the uninsured in
the U.S., with estimates ranging from 19 miliion to 42.6 million. The Current Population Survey,

conducted by the U.S. Bureau of the Census, Is the most widely used source of data on the
uninsured. The most recently released CPS estimates indicate that 41.2 million people lacked health

insurance coverage for the entire year in 2001.

Nonelderly Uninsured Population, by Race and Ethnic Origin, 2001

Gt

P
T o

[

Source:Employee Benefit Research Institute estimatés from the March Current Population Survey,

2002 Supplement.

Note: Estimates provided by the Census Bureau are slightly different than those provided by EBRI,
as EBRI’s analysis excludes Medicare beneficlaries and active-duty military.

e Mo oraet it ar—t=enyred.ore/factsheets/print.php3 ?FactSheetID=20 7/8/2003
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from state to state.
Inc me Breakdown of the Uninsured

¢ 10.1 milion uninsured people have family incomes at or below the federal
poverty level; this group comprises a quarter of all uninsured people

e 14.5 million have incomes under $25,000

¢ 13.5 million have incomes between $25,000

e 6.6 million have-i S between $50,000 and $74,99

¢ 6.6 million have incomes that are at least $75,00

~T

Here Is a breakdown of average policy prices:

e The annual total cost for an average health policy at work was $2,426 for an
individual and $7,035 for a family policy in 2000.

e The average premium paid directly by employee for employer-based insurance
was $28 a month for individual coverage and $138 a month for family
coverage in 2000.

¢ A non-group policy for a family typically costs more than employment-based
insurance and/or provides poorer benefits.

Links

Institute of Medicine, see “Coverage Matters: Insurance and Health Care,”
Employee Benefit Research Institute

Kaiser Family Foundation

Economic and Social Research Institute

Sources

"Employer Health Benefits; 2001 Annual Survey.” (2001) Kaiser Family Foundation and Health
Research and Educational Trust.

Covering America: Real Remedies for the Uninsured. (June 2001) Economic and Social Research
Institute.

Cunningham, Peter. "Who Declines Employer-Sponsored Heatth Insurance and Is
Uninsured.” (October 1999) Center for Studying Health System Change.

"Coverage Matters: Insurance and Health Care.” (September 2001) Institute of Medicine.

Strunk, Bradley, Reschovsky, James D., "Working Families' Health Insurance Coverage, 1997-
2001," Center for Studying Health System Change, Tracking Report No. 4, August 2002,

"Health Insurance Is a Family Matter." (September 2002) Institute of Medicine,

_ ADOUT COYERINGTNEUNINSURED NEWS MEDIA INFORMATION SITE SEARCN  TARE ACHOM

http://coveringtheuninsured.org/factsheets/print.php3?FactSheetlD=27 7/8/2003
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CoveringtheUninsured.org Printable Fact Sheet

Who Are the Uninsured?

*My patients are hard-working people who often hold not one but as many as three
jobs to pay their bllls, clothe their children, and put food on the table. Most of them
earn just enough to be ineligible for Medicald ... They are forced to decide between
“paying rent-3nd getting the healtrrcare they need.”

- Margaret Pereyda, a physician In California

Key Facts

e The uninsured represent 14.6 percent of the population

¢ Eight out of 10 uninsured Americans are from working families

e Uninsured Americans come from every race, age and ethnic group
o Nearly a qu em are children

There are many myths about the uninsured. Many people believe, for example, that
the majority of people who don’t have health Insurance are unemployed or choose
not to buy health insurance for reasons related to their lifestyle. However, the
uninsured come from different ages and ethnicities, and the majority of uninsured )(
Americans work. —

———

—Percentage of Workers, Ages 18-64, Without Health Insurance, 1987-2000

BE . 16s 168 gpr 164 W3 OIE oo s

. I8¢ 15¢
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Source: Employee Benefit Research Institute estimates from the March Current Population Survey,
1988-2001 Supplements.

Percentage of American Children Under Age 18 Without Health Insurance,
1987-2000

http://coveringtheuninsured.org/factsheets/print.php3?FactSheetID=24 7/8/2003
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McCain: Arizona Children Need Healthcare
Funds

02/05/2003

U.S. Senator John McCain today introduced
legislation to restore funding to the State Children's
Health Insurance Program that provides health
coverage for millions of uninsured children in the
United States, 50,000 of which are in his home state
of Arizona. His floor statement follows:

"Mr. President, | am pleased to join Senators

Rockefeller, Chafee and a bipartisan group of my D
colleagues in introducing a bill to restore funding

which was previously allocated to the State

Children's Health Insurance Program (SCHIP).

"Established in 1997 as part of the Balanced Budget
Act, SCHIP was developed as a means for states to
provide basic health coverage for uninsured children
of low income families, who are not eligible for
coverage under Medicaid. Through the federal-state
matching program, SCHIP has provided coverage
for mitions of uninsured children. In fiscal year (FY)
2001, 4.4 million children were enrolled in SCH!P.
Today every state in the country, five territories, and
the District of Columbia are using SCHIP to develop
innovative programs to expand health coverage to
even more children.

“In my home State of Arizona, our SCHIP program,
KidsCare, was developed to provide low income
children with medical, dental, and vision coverage.
KidsCare has successfuliy enrolied almost 50,000
uninsured children and is anticipating reaching
60,000 by FY 2004. When Arizona found that
children are more likely to receive health care if their
parents also hav~ access, and the flexibility of
SCHIP enabled Arizona to expand its program. Last
October Arizona began covering not iust childr n,
but also th ir parents. Arizona now provides h alth

http://www.ﬁ'iendsofmccain.com/PressReleasesFull.aspx?ID=1 1 7/8/2003
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coverage to almost 8,000 uninsured parente.
Although a substantial number of eligible children
and parents still need coverage, | believe this
reiatively young program is nothing short of a
suCcess.

"Due to Congressional inaction, approximately $2.7
billion of unspent SCHIP funding reverted to the
Treasury at the end of last year. The bill we are
introducing today would return that money to SCHIP,
ensuring that funds are allocated to the states that
need more funding to continue existing programs,
while allowing other states to develop new and
innovative programs to help our nation s children get
access to health care.

"The number of uninsured Americans reached 41
million in 2001 and continues to rise. However
SCHIP is successfully reducing those numbers for
one of the most vulnerable populations in our nation
- our children. | hope the Senate will act
expeditiously on this important legislation to retum
the funds that belong in SCHIP and to ensure that
we are expanding, not reducing, the number of
children covered through this innovative program.”

ez L CeortTeds 1 IRl Mo ERTY H R HY

Paid for by Friends of John McCain
P.O. Box 10443
Phoenix, AZ 85064

Copyright (c) 2003, Friends of John McCain

Privacy Policy

http://www.friendsoﬁnccain.con-z/PressReleasesFull.aspx?lD=1 1 7/8/2003
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Going Bare
Uninsured Portion of US Population Is Growing Rapidly, Survey Discloses

Public Citizen Health Letter, February, 1999

Sidney M. Wolfe, Editor

Eight years ago, the federal government adopted a policy statement called HealthyPeople2000,
which set a goal to "improve the financing and delivery of clinical preventive services so that
virtually no American has a financial barrier to receiving at a minimum, screening, counseling
and immunization services'-in short, to guarantee that no one would be completely uninsureg for
health care when the new millennium began. This declaration was occasioned by a distressing if
not scandalous situation: More than 35 million residents of the U.S. lacked access to rudimentary
health care.

Seven years later, in September 1998, the Census Bureau estimated that "43.4 million people in
the United States were without health insurance coverage during the entire calendar year of 1997 .
. . up 1.7 million from the previous year," and there is no sign that since then the increase has
stopped or even slowed. It is clear that ""going bare''-the jargon for lacking access to health care-is
becoming a way of life for more and more Americans, angd that the Universal Declaration of
Human Rights (to which the U.S. pays lip service) continues to be ignored in the richest nation in
the world.

That declaration states that "everyone has a right to ... health and well being of his family,
including ... medical care and the right to security in the event of ... sickness [or] disability." By
the year 2000-less than a year from now-a situation that was bad a decade ago and bad now will
be even worse.

— ————

—_— —

http://www.thirdworldtraveler.com/Health/GoingBare.html 7/8/2003
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ARIZONA STATE LEGISLATURE
Forty-fifth Legislature — First Regular Session

STATEWIDE HEALTH CARE INSURANCE PLAN TASKFORCE

Minutes of Meeting
Tuesday, December 11, 2001
House Hearing Room 4 — 1:00 p.m.

(Tape 1, Side A)
Cochairman Cirillo called the meeting to order at 1:08 p.m. and the secretary noted attendance.

Members Present

Senator John Verkamp

Senator Virginia Yrun

Dr. George Burdick

Mr. Erin Collins

Senator Edward Cirillo, Cochairman
Representative Linda Binder
Representative Robert Cannell
Representative Tom O’Halleran

Mr. Terry Cooper

Representative Jim Carruthers, Cochairman

Speakers Present

Michelle Taylor-Brklacich, Consultant, William M. Mercer, Inc.

Steven P. Schramm, Principal, William M. Mercer, Inc.

Leigh Cheatham, Executive Director, Health Care Group

Dr. Howard J. Eng, Southwest Border Rural Health Research Center, University of Arizona
David Griffis, Griffis Consulting

Pete Wertheim, House Majority Analyst

Introduction

Cochairman Cirillo welcomed everyone present and advised that agenda item 4 will follow immediately
after the first presentation. He also noted that no one is in attendance to make a presentation on behalf of
Arizona State Retirement System (ASRS).

httn:/fwww.azleg state.az.us/iminute/house/121101 statewide%20health%20caretaskforce.de.. 8/28/2003



i’resentation: Assessment of Arizona Health Care Coverage Follow-up

Dr. Howard 1. Eng, Southwest Border Rural Health Research Center, University of
Arizona, presented an Assessment of Arizona Health Care Coverage (see Attachment 5).
The charts cover the following topics:

U.S. and Arizona uninsured population estimates: 1996-2000
Uninsured ranking for all ages: top 15 States (Arizona ranked 9% in 2000)

U.S. and Arizona uninsured under 65 population estimates: 1996-2000
Uninsured ranking for under age 65: top 15 States (Arizona ranked 10 in 2000)

U.S. and Arizona uninsured under 18 population estimates: 1996-2000
Uninsured ranking for under age 18: top 15 States (Arizona ranked 14™ in 2000)

Arizona 0-17 age group breakdown 1999 survey (25.6% uninsured)
Arizona 18-24 age group breakdown 1999 survey (40.2% uninsured)
Arizona 25-34 age group breakdown 1999 survey (30.5% uninsured)
Arizona 35-44 age group breakdown 1999 survey (21 .2% uninsured)
Arizona 45-64 age group breakdown 1999 survey (1 9.2% uninsured)
Arizona 65+ age group breakdown 1999 survey (0.4% uninsured)

Arizona Rural vs. Urban breakdown 1999 survey (23.9% urban/27.2% rural

insured)
; (44.4% employer based coverage urban/31.0% employer based coverage rural)

- —

Dr. Eng responded to questions. He noted that the 65+ chart does not total 100 percent
because it includes only single coverage over a one-year period.

Discussion of Recommendations

Cochairman Cirillo solicited comments on a draft proposed bill that would establish the
Statewide Health Care System Task Force (Attachment 6). He pointed out that the name
of the task force has been changed to eliminate the word “insurance,” and that although
the bill names three members from each legislative body, increasing that number to four
would eliminate a problem created by the current Senate makeup of equal numbers from
both parties.

David Griffis. Griffis_Consulting, advised that the proposed legislation includes an
additional task force member from the University of Arizona Health Science Center. He
reviewed the proposed bill section by section, asking Members for comments, additions
or objections as he did so.

Senator Cirillo pointed out that page 2, line 43 of the proposed bill would extend the life
of this Committee. .

X



Senator Cirillo and Mr. Griffis responded to questions.

Representative Carruthers commented that this is enabling legislation to allow the task
force to move forward.

Mr. Collins proposed additional language to include smaller employers, particularly in
rural areas of the State, such as the following:™

«  make recommendations regarding establishment of programs to encourage
private employers with fewer than 100 employees to cooperatively purchase or
fund medical benefit programs including, without limitation, partnership with
the AHCCCS program.”

He explained that his goal is to provide a vehicle to bring together larger numbers of
insured lives who are actively working in order to spread the risk. Discussion ensued
between

Mr. Collins, Senator Cirillo
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NCPA - Brief Analysis 454, Answering the Critics of Heaith Accounts SR

health spending was heavily subsidized. Both groups had similar
health outcomes even though those with high-deductible plans spent
less on health care. This is particularly significant since the high-
deductible plans in the RAND experiment gave even greater
incentives to forgo care than do health accounts.

In South Africa, health account holders on

Myth: Health average pay 11 percent less for nonchronic

AD:::::' s prescription drugs than those with traditional
Control insurance, because health accounts
Co st; encourage patients to shop and control costs.

Such economizing explains why health
account premiums in South Africa are
growing at the same rate as income - and are declining relative to
income when enrollees' savings are subtracted - while traditional
health insurance premiums are rising at an increasingly faster rate
than income.

Senate Minority Leader Tom Daschle (D-S.D.) and Sen. John
Breaux (D-La.), sensed this when they introduced a health accounts
bill in 1992: "We feel that, while the [health accounts] concept does
not provide the total solution to the crisis in health care access, it
does begin to address the critical aspects of increasing costs and
utilization by consumers."

This perennial criticism says health accounts

Myth: Heaith .. gesirable risks away from traditional

:!ce(!:o lg:f insurance pools and increase premiums for
th ep,_' e a!:hy those who remain. The criticism is rebutted
& Wealthy. by numerous studies.

A separate RAND study found that when
given a choice of MSAs or managed care plans, the families that
chose MSAs had lower incomes and greater health care needs than
families that chose managed care. The Urban Institute has
concluded, "on average, lower wage workers would benefit from
switching to MSA/catastrophic plans.” Finally, NCPA's study of the
South Africa experience concluded that MSA holders were not
healthier as a group.

Moreover, this criticism has it backward. People are already
abandoning insurance pools because third-party insurance has
become too expensive.

The Census Bureau estimates that from 2000 to 2001, the number of

uninsured Americans with annual household incomes above $75,000

grew by one million, making them the fas{est growing unins
~population. The Center for Studying Health System Change reports
~one-Tifih of uninsured workers are offered - but decline - employer

coverage, and two-thirds say cost1s the reason. Health accounts

http://www.ncpa.org/pub/ba/bad 54/ 9/30/2003



The uninsured are more likely to postpone or forgo needed care.

Almost half of the uninsured postponed seeking care in the past 12 months because of
cost and over a third did not receive needed care or skipped a prescribed drug or
treatment ~ gaps that are three to four times higher than for those with heaith insurance.

i Chart 2

Barriers to Health Care by Insurance j
. Status, 2003 ',

Percent experiencing in past 12 months:*
.

- Postponed seeking care | NN /7

, because of cost emmareney 15% '
' 3 .
- TR - ‘
Needed care but did not get it '99, # Uninsured
! — Oinsured '
1 7 ]
' Did not fill a prescription _ 3% '
, because of cos? s 13% ,

1 b )

Skipped recommended _ 35%
e 13%

. treatment because of cost

)
Noles: 'Experioneodbymempondarlmammbmotmkhniy.
] Insured includes those covered by public or privale health Insurence.
Source: Kaiser 2003 Health Insurance Survey.




Sl B N B O L

There are often serious consequences for both uninsured and insured adults who
forgo needed care.

Half report that they are temporarily disabled by their health problem, and 15-20 percent
actually suffer long-term disability.

Chart3

Consecuences of Not Getting Care by '
. 'nsurance S‘a‘us, 2003 .

Percent of those not getting care reported:* .
1 | '
' Painful

- temporary === - . :
disabllity 52%

Significant
loss of time at M Uninsured

important life ' - 42% insured
: activites

1 L] 1]

E——
Long-term 19%
' disability = 15% ’

(] r—————

+ Notes: *Experienced by respondent or & member of their family. '

No significant differences between groups for any of these measures. Al
1 insurad inciudes those covered by public o privete heaith insurance. KAISER COMMISSION ON

Source: Kaiser 2003 Health Ii e Survey. wnd the




Medical bills are a greater burden for the uninsured.

Over a third of the uninsured had problems paying medical bills in the past year. The
unpaid bills were substantial enough that many of the uninsured had been turned over
to collection agencies — and nearly a quarter of uninsured adults said they had changed
their way of life significantly to pay medical bills.

Chart 4

' Financial Burden of Medical Bills by
. 'nsurance Status, 2003

Percent experiencing in past 12 months:

Had Problem Paying Medical T T 36%
Bili . "16%

M Uninsured
Binsured

! Changed Way of Life

1 Significantly to Pay Medical — .
Bills 9%

' vl '

Contacted by Collection T 23%
Agency about Medical Bills 8%

J e ey '

1 -t

' Note: Insured includes those with public or pAvale insurance coverage. K_A_L_E_E..B._G_Q_M_EJU—Q—B—Q-N t
( Source: Kaiser 2003 Health Insurance Survey. R




THE IMPACT OF INSURANCE ON PERSONAL HEALTH

SUMMARIZED FROM “SICKER AND POORER:
THE CONSEQUENCES OF BEING UNINSURED”

L

incr asingly, the uninsured are more likely to be hospitalized for an “avoidable
condition” — problems that could have been prevented had a person received
appropriate and timely outpatient care.

In 1998, 12 percent of the uninsured compared to 8 percent of the privately insured
were hospitalized due to a preventable health problem.

Chart 5

. Hospitalization Rates for Avoidable Conditions,

by Heaith Insurance Status, 1980-98

11980 £11990 W 1998

15% !
. 12%
T
; 10% 9% )
) t P o p— T% 8% s
] [ 4 5% ] S AL SO m v
4
' 5% ] l st T A r__i.l-—-——-"-’*“m '
] ] H] l"—""-‘!m 1 "—-‘B‘—‘W—"
' 0% L 1 e N 1 [ N t
' Uninsured Private
¢ KAISER COMMISSION ON
SOPRCE:MU.ZGMMM.LSWWMTNWdM “m““u“‘m !

, Uninsured, 2003, prepared for KCMU. y



The uninsured are more likely to be diagnosed in the late stages of cancer.

The uninsured are up to two and a half times more likely to be diagnosed in the late
stages of cancer than those with health insurance. The uninsured are also more likely
to die from cancer, as in this example of colorectal cancer where the uninsured are 70
percent more likely to die from it than the privately insured.

Chart 6
. Diagnosis of Late-Stage Cancer,
' Uninsured vs. Privately Insured,* 1994 ,

] Ratio of the Probabiilty of Diagnosis Ratio of the Risk of Desth,**
of Late vs. Early Stage Cancer, Uninsured/Privately insured
) Uninsured/Privately iInsured - '
] Equally lkely Equal chance
3 i ' 2.6 1o have iste-stage 3 of desth
] 1 g cancer § ] )
! 2’ 17 R | s 2! 1.7 ' '
' . ——— e __1_4— H B —— .
t 1 s ry—— Y— Y. o —rg 1 "p— y
t H | —. 1 b — E _ H — H
' 0 - — 0° = '
- Colorectsl Melanoma Breast Cancer Prostate Colotectal
! Cancer Cancer Cancer '
1] 1]
¥ ¢ Privately insured st hed comenercial plans.

+ disgnosis, snd treetment 1 [¢]
SOURCE: Roetzheim RG, ot sl 1999, 2000 from Hadiey, J., Sicier end Poorer: The Medicald and the Uninsured
. Consequences of Beirg Uninsured, 2003, prepared for KCMU. ,
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Uninsured adults who have been hospitalized for heart attacks are over 25
percent more likely to die while in the hosplital than privately insured adults.
While the uninsured are just as likely to receive therapy to improve blood flow to their
hearts in the acute stages of their heart attacks, they are less likely to undergo further
costly diagnostic and therapeutic interventions.

Chart?7

Mortality among Patients with Acute Heart Attacks,
Uninsured vs. Commercial (FFS) insurance, 1994-1996

" Differences in Access to Cardiac Procedures and In-Hospoital

Cardiac Procedures Mortal
Likelihood of procedure when
hospitsiizxed for heart sttack
1.5 Ratlo of probability of
v 19 I grocedure and mortatity - .
, {uninsured/insured) ; Equal likelihood between uninsured § 1.29
and commercial patients —_
] 2 R ————
1.0 -;-- 097
v . ' —————— 0.86 0_78 —
PO V— 0.64 IR l———
. ] e e | Ty [ i ) Sina 4 T
, 0.5, ety i s o merctiny r—
] § tadaasdle ol } | e Leanmmanhen | W ————
! 0 [ et | |2 ==t i=a] AT peers] prregeTy -
. 0.0 — = — P s, S
Acute Cardiac Catheter-based Coronary Artery Adjusted In-
Reperfusion Catheter- Revascular- Bypass Surgery Hospital
) Theraples ization ization Mortality
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Among those hospitalized for a traumatic Injury, those without insurance are
more than twice as likely to die while in the hospltal — even after controlling for
differences in the severity of the injury.

The uninsured are just as likely to be cared for in intensive care units, but are less likely
to undergo a surgical procedure of receive physical therapy for their injuries.

r

. Chart 8

. Differences in Trauma-Re!latec Care and Mortaiity,

Among Hospitatized Uninsured vs. Privately Insured, ,
(Ages 15-64), 1990

' Ratio of probability of trestment and mortaiity,

. 25 Uninsured/private insurance
2.15
] 1 - 1]
. 20 - i 1
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! Care Unit Procedure Therapy Mortality
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Being uninsured carries a higher risk of premature death for many.

With the exception of black women, this research found that uninsured nonelderly adults
are 20 percent to 50 percent more likely to die over a five-year period of study than
those with job-based health coverage.

Chart 10

Relative Risk of Death

Uninsured vs. Employer-Based Coverage .
Among 25-64 Year Olds over a Five Year Period, 1982-87 .

20

White White Black Black
Men Women Men Women

Nole: AR differences sre statistically significant sfter adjusbng for sge and incorme
1 @xoapt fur bisck women. 1 MM

SOURCE: Sorte, PD, 1994 from Haxley, J., Sicker end Poarer. The Consequences of Medicald and the Uninsured
1 Being Uninsured, 2003. prepared for KCMU.
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SUMMARY

Health insurance makes a difference in how people access the health care system, and
delaying or not receiving treatment can lead to more serious illness and avoidable
health problems, which ultimately makes a difference in people’s health. Leaving a
substantial share of our population without health insurance affects not only those who
are uninsured, but also the health and weli-being of our nation.

- SOURCES
The Kaiser 2003 Health Insurance Survey reports findings from a nationally
' representative random sample of 2,507 respondents ages 18 to 64 years, including
+ 2,042 insured respondents and 457 uninsured respondents. Researchers at the Henry *
. J. Kaiser Foundation designed and analyzed the survey. Fieldwork was conducted by
. telephone between April 30 anc July 20, 2003 by Princeton Survey Research .
. Associates. The margin of sampling error is 2 percentage points for the total sample;
_for insured respondents it is 2 percentage points; and for uninsured respondents itis
+5 percentage points. For results based on smaller subsets of respondents, the margin
' of error is higher. Note that sampling error is only one of many potential sources of '
* error in this or any other public opinion poll.

. Sicker or Poorer: The Consequences of Being Uninsured, authored by Jack Hadley, .
, Ph.D., of the Urban Institute, synthesizes the major findings of the past 25 years of )
_health services research, assessing the most important effects of heaith insurance. The
report evaluates thousands of citations and 230 research articles to examine the '
" consequences of being uninsured. The executive summary, the full report and briefing '
1 charts are available at http://www.kff.org/content/2002/20020510/. |
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’_}rizona doctors lament health-care plague: worst uninsured rate in U.S. ragelori )

http://www.deseremcws.com/dn/view/ 1,1249,100003040,00.htm1?

Saturday, May 22, 1999

Arizona coctors !ament health-care plague: worst uninsurec rate
in U.S.

The Arizona Republic

PRESCOTT, Ariz. - The portion of Arizonans who don't have medical insurance has grown to 28
percent, ranking Arizona worst in the nation for uninsured. And some participants at 74th Arizona Town
Hall on future health care say they hope the statistic will spark political attention to the problem. "We
thought it was bad when 15 (percent) to 17 percent of Arizonans were uninsured,” said Dr. Scott
Gorman of Phoenix, interim executive director of Mayo Health Plan Arizona. "We can only hope it is
now finally on the radar screen.”

Participants learned that uninsured Arizonans don't have access to preventive medicine. They wait until

their condition is acute, then go to a hospital emergency room for treatment. In most Arizona towns and
_ cities, the emergency rooms are seriously overcrowded. And an increasing flow of illegal immigration
_ - is also adding to the ranks of the uninsured. "We are seeing a real influx of undocumented people into

= the state now," said Lee Knaeble, a Husiness owner who is on the Sierra Vista Community Hospital

@  Board. "This could mean more people showing up at emergency rooms because that is the only way they

can access health care.”

' But the real problem isn't immigration, said many at the Town Hall. It's unaffordable health care. Andy
Groseta, a third-generation cattle rancher and chairman of the board of Northern Arizona Health Care,
said most of the workers in managerial positions at large ranches and farms had insurance 10 to 15 years

ago. Now, fewer than 50 perceM
/ E’\;;:n fewer ranch and farm hands have it, and their work is more dangerous. "Arizona has one of the \
lowest unemployment rates in the U.S.," he said. "How can we have one of the highest rates of

uninsured?" The growth of low-paying service-sector jobs is seen as the basic factor driving the health )
insurance crisis. Also, the rise of contract work is pushing many people who work full time out of /
insurance plans. _— = /
; _ = T ,

htto://www.americanpatrol.com/HEAL'I'HCARE/arizonmxinsuredOS2499.html 8/28/2003
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The Great Wal-Mart Wars

Ruth Rosen, San Francisco Chronicle
June 30,2003

Viewed on October 8, 2003

Would you like a Wal-Mart "supercenter” store to move into your community?
Think of the low prices and the convenience of one-stop shopping! You just park
once and get whatever you need -- groceries, drugs, plants, toys, dog food, even
eyeglasses.

Sounds great, doesn't it? So why have nearly 200 communities refused to allow such
big-box stores to enter their lives? Do they know something we don't?

To find out, I embedded myself in the Wal-Mart wars that have recently broken out
in Contra Costa County. What I learned, in a nutshell, is that Wal-Mart's nonunion,
big-box stores drag down other workers' salaries, destroy downtown businesses,
prevent smart-growth development and increase traffic congestion. What really
surprised me though is that we, the taxpayers, end up subsidizing Wal-Mart stores
by paying for the health and retirement needs of its workers.

Wal-Mart has announced its intention to open 40 new supercenter stores -- each the
size of four football fields -- in such fast-growing California suburban areas as
Contra Costa County.

But Contra Costa County has fought back. A year ago, Martinez prevented a
traditional Wal-Mart store from expanding into a supercenter that could sell
groceries. On June 3, the county Board of Supervisors voted to ban such supercenter
stores from unincorporated areas of the county. ~

In making its decision, the board cited a study done by the San Diego County
Taxpayers Association (SDCTA), a nonprofit, nonpartisan organization, It found
that an influx of big-box stores into San Diego would result in an annual decline in
wages and benefits between $105 million and $221 million, and an increase of $9
million in public health costs. SDCTA also estimated that the region would lose
pensions and retirement benefits valued between $89 million and $170 million per
year and that even increased sales and property tax revenues would not cover the
extra costs of necessary public services. "Good jobs, good pay, and good benefits
should be the goal of an economy," SDCTA concluded, "and supercenters are not
consistent with that objective.”

hito://www.alternet.org/print.html?StorylD=16282 10/8/2003
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The Great Wal-Mart Wars

Wal-Mart, as is its custom, has launched a counterattack against Contra Costa's
ordinance. The company parachuted in platoons of signature-gatherers who are
stationed outside discount stores and asking shoppers to sign a petition that would
place the board's decision ona ballot. If they collect 27, 000 legitimate signatures,
Wal-Mart could reverse the board's ban.

In response, a coalition of community groups have mobilized to defeat Wal- Mart's
counterattack. But they face a formidable enemy. Over the last 40 years, Wal-Mart
has grown into the nation's biggest employer and the world's largest retailer. Every
two days, Wal-Mart opens another superstore. It has more people in uniform than

- the U.S. Army. Last year, it banked about $7 billion in profits.

The troops fighting Wal-Mart's invasion of Contra Costa County include the Gray
Panthers, small businesses, dozens of churches, the National Organization for
Women, and environmental and smart-growth activists. Young people, recruited by
the Association of Community Organizations for Reform Now (ACORN), fan out
- ¢aily to discount stores and try to convince shoppers not to sign Wal-Mart's petition.
B} They even carry cards that allow voters to withdraw their signature if they have
already signed the petition. :

The generals in charge of this community resistance are union leaders. John
Dalrymple, director of the Contra Costa Central Labor Council, admits they face an
uphill battle. The giant retailer is infamous for its take-no-prisoners, anti-union
policies. Wal-Mart's ability to offer such low prizes, as any union member will tell
you, has been achieved by paying its workers -- OF nsales associates” -- low wages,
offering unaffordable health coverage and no retirement benefits and importing most
of its products from developing countries, some of which use child and prison labor.

l The United Food and Commercial Workers (UFCW) Local 1179, located in
Martinez, is headquarters for the war against Wal-Mart. Barbara Carpenter, the
I union's president, comes from a family whose members have worked for decades at
retail companies that provided decent wages, affordable health benefits and pension
plans. "It's about saving the American dream," she told me.
l [ Wal-Mart, she points out, lowers wages among working families and crushes family
businesses. "It not only pays workers less than most of its retail competitors, two- \/
.M thirds of workers don't have health-care coverage - 2 cost taxpayers are picking up
across the country." L — —=

L
O

Did she say taxpayers? That's right. We, the customers, get such low prices and
convenient shopping because we, thé taxpayers, sxlb51alz€W§Wm1 profits by
paying for county public health services, food stamps, and social services for its

ﬁ retired employees.

So should you shop at Wal-Mart? To make up your mind, consider this: If you earn
l a livable wage or are protected by a union, you can probably buy all your monthly

needs at Wal-Mart. But that's because the average Wal-Mart employee, who eamns
about $15,000 a year, cannot do the same. .

Convenience and cheap prices, it turns out, come with hidden costs.

H’m://www.altemet.org/print.html?StoryID= 16282 10/8/2003



The Great Wal-Mart Wars

Ruth Rosen is a columnist for the San Francisco Chronicle. She can be emailed at
rrosen@sfchronicle.com
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Wal-Mart makes American taxpayers pay for www.walmartyrs.com

store employeehealth benefits National Wal-Mart
Day of Action
i t $ Oregonians for
Wal-Mart is doing more than slashing prices these Health Security

days; it's ripping into the fabric of the U.S. health care
safety net by shifting the billion dollar burden of its
employee's health care coverage to taxpayers. Here's
how.

P antd

Because of strict eligibility requirements, huge copayments, 3 8 07 o St
and big deductibles, only a percent of Wal-Mart's ,
empioyees receive heaith benefits. than 60 C_o—~>—
percent of U.S. workers are covered by their company’s hea
denent plan. Wal-Mart employees who do have coverage must
pay about half the insurance premium cost. In contrast, other v—k&i W"*ﬁ(ﬁ
workers pay about 28 percent. \ S

As a result of this irresponsible corporate health care policy,
more than 450,000 Wal-Mart employees — mostly women —
nave no heaith insurance. And that places the burdenon state
programs to provide needed care to Wal-Mart employees' /

famities.
_,.-_-—-'—__‘

In Georgia, for instance, a study showed that 10,455 children
in the state’s taxpayer-financed PeaceCare prograrm were
dependents of Wal-Mart employees. In contrast, the conbined
total of dependents of Target, K-Mart, J.C. Penney, and Sears
employees in the program was less than 10 percent of Wal-
Mart's total.

R R I N O B B = L
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rtends a gloomy future rather than the new age of
-aduction that was Henry Ford's vision.

, fact Wal-Mart is the perfect example of what is wrong with the new low-wage economy and
s effects on our society.

_t's start with wages. Henry Ford wanted automobile workers to be able to buy the cars his
ompany produced. Although profoundly anti-union, he made it a point to pay wages that
-re above the prevailing wage of the time.

val-Mart does precisely the opposite. Its wage and benefit programs are designed to keep
nsts down and, in the process, because of its economic influence and market share, it
ves down prevailing wage rates in the communities in which it operates. Wal-Mart has

- - recently demianded cost data from
- AWAYS

suppliers so it can show them how to

reduce costs. For many of them, this

means lowering labor costs to reduce

prices of goods sold on Wal-Mart

shelves. Wal-Mart's purchasing power

even drives down manufacturing wages : /

_the developing world.

“ral-Mart's strategy is to use part time workers to reduce its benefit costs. "Associates” - as
3 cormpany workers are du -arelo atif they wo {recently increased from 28)

«ours a week then they are "fulltime workers”. According to Forbes, the self-styled capitalist
too!, employees at Wa'-Mart currently eam an average hourly wage of $7.50-20% to 30%

ss than_unionized workers at Target and Kmart. The typical Wal-Mart employee eams
_18,000"and isn't eligible for fiol afford health benefits.

stial-Mart has employed large numbers of women associates that it has paid less than their
!ale counterparts. By maintaining these discriminatory practices Wal-Mart has reinforced its
Ow wage structure and improved its bottom line. In 2001 a class-action {awsuit was filed
challenging Wal-Mart's gender discrimination. Up to 1.5 million women workers could win

rmages.

Unli ord, Wal-Mart seems unconcerned that its own employees are unable to
ord the products that it sells. A recent analysis shows that a family of three with a single-
rent areadwinner making a representative wage at the locat Wal-Mart could not provide
sic necessities for that family based on an “adequate but austere" standardized budget for

central Kansas - ev n with the employee discountl

'Ial-Man uses a predatory business model based on securing a competitive advantage from
the low wages it pays employees and from its larger inventory. Typically, Mom-and-Pop local
sinesses are forced from local markets first, scon followed by less efficient larger
Empetitors. Once the competitors are driven out, Wal-Mart slowly raises prices over a
elve to eighteen month period so censumers won't really notice.

pposition to Wal-Mart is often based on its anti-competitive business practices.

ommunities in which there is opposition to Wal-Mart or other large-scale retailers
sometimes try to nact special zoning ordinances limiting the size of stores. These tactics

n be efective, especially if the community is well organized. Increasingy, however, Wal-
Eart‘s superior financial resources are the key factor. They outspent a highly organized

itizens group in Portage, Mi, by 10-1 on a referendum. Wal-Mart routinely overwhelms
citizens groups or simply moves to the next town and gets a higher bid to have the store built

ere instead. Wal-Mart is most concerned with preventing the unionization of its employees

recisely because that is what offers the most far-reaching challenge to its corporate

practices.

'\t’m://www.dsausa.org/lowwage/walmart/why__walmart.hnnl 10/8/2003



O
Why Walmart Fage o v1 o

Democratic Socialists of America believes that it is imperative to force Wal-Mart to change.
We are working along with many others to challenge the low-wage economy that increasingly
dominates the lives of most working peop'e. Ultimately the American economy cannot be
sustained when driven mainly by the purchasing power of a relatively small group of well-off
consumers, Only an economy in which the vast majority of workers earn enough to do more
than just get by can bring prosperity to all Americans. It is impossible to envision that kind of
economy as long as Wal-Mart is able to engage in business-as-usual.

We have no illusions that we can remake the economy without Wal-Mart. Instead we, and the
broad progressive community, must change the basic political and economic conditions that
alow Wai-Mart to ignore tae well-being of :ts workers and the communties in whicn it
operates.

The key to real change is to drive up the wages of Wal-Mart workers. Unionizing Wal-Mart
workers will lead to higher wages and better benefits for all employees, will drive up wages in
local communities, and will change the culture of the institution.

The United Food and Commercial Workers union is engaged in a major campaign to
Wal-Mart workers. We fully support that campaign and we support legislative efforts to level
the playing field. Labor law reform requiring employers to recognize a union as soon as a
majority of workers have signed cards and preventing employers from dragging out
bargaining is necessary to enable workers to better secure their rights.

Government can also act to raise and enforce minimum wage legislation. Living wage
legistation that forces employers to provide prevailing local wages that include the cost of
neaith care can also be enacted. Living wage !egislation in many communities is {imited to the
employers providing municipal services, but we believe such legislation can be expanded to
cover the employees of companies like Wal-Mart that benefit from tax breaks provided in
many economic development packages.

Employers have always resisted unionization. But in fact our economy has always provided
more for most Americans when large portions of the work force were unionized and could buy
what their neighbors produced. This is one of the reasons why the loss of so many union jobs
in the manufacturing sector is distressing. All of us mus: work to change the labor laws,
support unions and their campaigns, and get the govermnment on our side in order to abolish

th low wage economy. Wal-Marl is a good.place;-but-by-ne-means-the-only place, to start
—

—

~—

*Our factual references are from information provided in company filings and news articles as
reported by United for a Fair Economy as well as Reuters, Forbes, Fortune and the Worla
Bank. Wal-Mart workers interested in learning more about the UFCW should contact the
union or visit its websites: www.walmartswaronworkers.com and www.ufcw.org.

httn://www.dssusa.org/lowwage/walmart/why walmart.html _ 10/8/2003
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Myth:
Fact:

WAL-MART OR
WORLDMART CASE
STUDY

DOES FLAGSTAFF
REALLY NEED A
SUPERSTORE?

Wal-Mart creates "hundreds™ of new jobs for communities.
Studies show that for every two jobs created by a Wal-Mart store, the
community loses three. Jobs that are retained by a community are
merely shifted from local businesses to the giant retailer. In a 1994
report, the Congressional Research Service warned Congress that
communities need to evaluate the significance of any job gains at big-
box stores against any loss of jobs due to reduced business at
competing retailers. The report also pointed out that these so-called
new jobs "provide significantly lower wages then jobs in many
industries, and are often only part-time positions, seasonal
opportunities, or subject to extensive tumnover."” The Real Story is that
when Wal-Mart moves into the neighborhood, it devours local
businesses and lowers community living standards.

Fact:

Wal-Mart has "always low prices, always.”

The local newspaper in Carroll County, Arkansas conducted a test of
Wal-Mart's low price claim. Surveying a list of 19 common household
items at six Wal-Mart stores over a one month period, the newspaper
staff found that Wal-Mart was cheapest on only two of the items .

The lowest register receipt for all 19 items was $12.91. The highest total

for @il items came from Wal-Mart at $15.86. The Real Story is the high
cost of Wa'-Mart's prices: lower wages, more imports, lost U.S. jobs,
lower community living standards.

Fact:

Wal-Mart's presence in a community generates tax revenues,
Studies conducted by small towns on the impact of proposed Wal-Mart
stores have shown that tax revenue reductions are more likely to occur
after a Wai-Mart moves into an area.

A Maryland study showed that in the years following the arrival of Wal-
Mart, “town tax receipts from personal property and ordinary business
corporation taxes grew but at a declining rate.” The study said that "the
exoected growth in income taxes may have been offset by low-wage
jobs offered by the large retailer and by the loss of employment in
competing businesses. . . ."

Myth:
Fact:

http://www.flagstaffactivist.org/campaigns/walmyths.html

Wal-Mart's workers recelve good health benefits.
Wal-Mart's Health Coverage Leaves Most Workers Uncovered.

Huge employee premium payments and big deductibles keep
participation in Wal-Mart's health plan to 38% of mployees. Thats 6

t of every 10 employees—more than 425,000 Wal-Mart employees,

D¢
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Walmart myths and reality

Nationally, more than 60% of work covered by company paid

health plans. There's more: vva “Mart workers pay insurance premiums (9'}/

that cover close to half of Wal-Mart's heatth plan expenses. The national
average shows that employee premiums cover just over 25% of health
plan expenses incurred by companies nationwide. The Real Story is
that Wal-Mart freely acknowledges shifting its health care costs to
taxpayers and responsible employers. A company spokesperson said,
—[Wal-Mart employees) who choose not to participate in [Wal-Mart's
health plan] usually get their heatlth-care ben
state or federal government.” Wai-Mart is the biggest beneficiary of its

Ws@ the company shifts $1 billion in heatlth care costs to
[ the government and responsible employers.

Myth: Wal-Mart "Buys American™ and Wal-Mart "Brings it Home to the
USA."
Fact: Two 1998 studies that surveyed clothing on Wal-Mart store racks and

shelves found 80% ancé sometimes more thatn 90% of the appare! items
were produced overseas, many in countries where sweatshops and
child labor are prevelant.

"The truth is,” says the National Labor Committee, "Wal-Mart has
moved far more production offshore than the industry average.” There's
more: Commenting on Wal-Mart's "Buy Mexican" program, an expert on
economic nationalism said Wal-Martis ™. . .shamelessly manipulating
nationalist sentiments in both countries. . . . For all its public
nationatism, Wal-mart is reinvesting its all-American dollars overseas."

Confronting Wal-Mart: How and Why

The battle against Wal-Mart is about maintaining quality community living standards. The
legacy of Wal-Mart isn't lower prices. The true legacy of Wal-Mart is lower living standards for
nard working Americans and those overseas.

The fact is for every Wal-Mart store that opens, jobs are lost to the community, the tax base
shrinks, the number of workers with health benefits declines, and the number of workers
eligible for welfare increases.

We have to confront Wal-Mart to stop the retail giant from turning good jobs into bad jobs,
from turning taxpaying workers and their families into welfare-eligible families supported by
taxpayers, and from turning workers with health insurance into the ranks of the uninsured.

Here's what each of us can do:

1. Be a good neighbor. Promise to shop at grocery stores that pay a living wage and
provide affordable family heatlth benefits.

2. Ask friends and family not to shop for groceries at Wal-Mart.

3. Be an active member of your community. Get involved in planning and zoning board
hearings. Let the decision-makers know that you don't want Wal-Mart in your
neighborhood.

4. Reach out to Wal-Mart workers. Give them the support they need to fight for their
families and their future.

Let's stand up for ourselves and our families, and for our neighborhoods.

Let's say ho to Wal-Mart!

http://www.ﬂagstaffactivist.org/campaigns/walmyths.html 10/8/2003
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MINUTES RECEIVED
CHIEF CLERK'S OFFICE

ARIZONA STATE LEGISLATURE /1 J7703

STATEWIDE HEALTH CARE SYSTEM TASK FORCE

Minutes of the Meeting
Thursday, November 6, 2003
9 a.m., Senate Hearing Room 1

Members Present:

Senator Linda Binder, Cochair Representative Jim Carruthers, Cochair
Senator Carolyn Allen Representative Amanda Aguirre
Senator Robert Cannell Representative Ted Carpenter

Senator Dean Martin Representative Deb Gullett

Kirk D. Adams Terry Cooper

Sandy Gibson

Members Absent:

Dr. George Burdick Nancy Koff

Staff:

Julie Keane, Senate Health Committee Analyst
Pete Wertheim, House of Representatives Health Committee Analyst

Senator Binder called the meeting to order at 9:06 a.m. and attendance was noted.

Anthony Rogers, Director, Arizona Health Care Cost Containment System
(AHCCCS), provided an overview (Attachment 1) and update of the agency, noting the
cost trends in health benefits with the key cost drivers being prescription drugs, hospital
and physician services, acceleration of new technology, and aging population. He
pointed out that as premiums have increased, coverage has been reduced or more of
the cost has been passed on to the employees. Employment is affected as well, with
many of the large corporations going out of state or out of country to obtain lower paid
employees. He suggested that when people are unemployed, the risk shifts to the
State.

Mr. Rogers explained that AHCCCS is one of Arizona's largest health care insurers,
with funding received from federal, state, and county governments, as well as private
dollars. AHCCCS acute care and KidsCare programs make up a statewide, managed
care system which delivers acute care services through 11 prepaid, capitated health
plans with several contractors in each region of the State. As of October 1, 2003,
AHCCCS has an enrollment of 993,265 members. He briefly discussed the eligibility
income levels and annual income standards of the enrollees. By 2005, he anticipates
that 20% of Arizona's population will be covered by one of the AHCCCS programs. The
challenge for the administration is to manage the membership level and yet reduce the
liability to the state general fund.

Statewide Health Care System Task Force
November 6, 2003
Page 1



In response to Representative Carruthers regarding enroliment projections beyond
2005, Mr. Rogers replied that much will depend on the economy and job creation. He
noted that the maximum number of people using AHCCCS programs would be
estimated at 22% of the population.

In response to Senator Allen, Mr. Rogers agreed that some businesses are providing
employees with AHCCCS forms, specifically hourly employees. '

Ms. Gibson mentioned that there was a report released last year that reviewed
AHCCCS in-patient hospital reimbursement which indicated that AHCCCS was paying
12% below a hospital's actual costs. She wondered if there is any consideration to
bring the in-patient pricing up to cover more of the costs rather than shifting the costs to
other health carriers. Mr. Rogers acknowledged that cost shifting has occurred in the
past and is something that does not help in keeping premium costs down. He
suggested that AHCCCS is reviewing their reimbursement process to determine how to
make it more equitable. He pointed out that one of their goals is to ensure an adequate
primary care network to reduce the use of emergency rooms for primary care. Also, itis
important to be more effective in deploying best practices in disease and chronic iliness
management.

In response to Representative Aguirre’s questions, Mr. Rogers replied that he
recognizes that the rural hospitals with less than 75 beds are at risk, because their fixed
costs are much higher than the urban hospitals. He said that he is working with the
Arizona Hospital Association (AHA) to find a solution. Also, AHCCCS is working on
areas where disease management has been effective, such as asthma and diabetes.
He added that AHCCCS is developing a program for overweight children to manage
them to healthy weights.

In response to Mr. Adams questions, Mr. Rogers indicated that the dramatic increase in
enroliment in AHCCCS is attributed to Proposition 204’s raising the federal poverty level
(FPL) to qualify for AHCCCS, as well as the fact that Arizona’s economy is a small
business one. He indicated that some states have as high as 25% of their population in
similar programs as AHCCCS.

Mr. Rogers continued with his presentation, explaining that 71% of the AHCCCS budget
comes from federal funds, 18% from the state general fund, and 11% for other funds.
He added that the administrative costs are only 2 8% of total costs. He discussed the
Proposition 204 budget growth, capitation trends, and cap rate drivers. He noted that
there are many success stories for AHCCCS.

Mr. Rogers summarized his discussion with the strategic direction and focus for
AHCCCS, which is to: 1) maximize federal dollars for health care coverage; 2) control
escalating premiums and medical care costs; 3) reduce the number of uninsured;
4) drive improvement in quality of care; 5) provide information to employers about a
health workforce; and 6) assure stability of the safety net. He talked about the Centers
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of Excellence, patient care planners, treatment options, and targeted medical
management. He concluded with the fact that although there is lots of work to do, he
feels that AHCCCS is well positioned to address the issues.

In response to Representative Gullett, Mr. Rogers replied that the report that focuses on
national acute care programs indicated that Arizona's program was better than any
other state. There is a need to continue to explore an optimal solution for reducing
costs, while at the same time integrating a pharmacy benefit. He noted that many
states are doing some innovative programs with pharmacy benefits, which AHCCCS is
reviewing. Other programs to address include the uninsured and senior populations.

In response to Senator Binder, Mr. Rogers explained that many seniors have taken
advantage of the new prescription program established by an executive order from the
Governor. He noted that they would like all seniors to have access to the program;
however, part of the problem is getting the word out to the qualified individuals. He
suggested that one of the methods of notifying everyone would be to mail a card to all
seniors who qualify in the State.

Steve Barclay, Lobbyist, CIGNA Healthcare of Arizona, introduced Jeff Terrill,
Chief Executive Officer, CIGNA, who provided background informatior and discussion
points on the State employee health insurance program (Attachment 2). He emphasized
that CIGNA is proud of their 30-year relationship with the State.

Mr. Terrill noted that subsequent to the passage of HB 2600 in 2000, the State declared
that the contracted health plans serving State employees were no longer bound to the
annual contractual rate caps. Each health plan was asked to provide the financial
impact to rates as a result of the legislation. The range was between 9% and 70% and
CIGNA was the lowest at 9%. CIGNA was awarded a contract of up to seven years
(renewable by the State annually) effective October 1, 2001 based upon factors
identified by the Arizona Department of Administration (ADOA). Since that award,
CIGNA has gone through two annual rate adjustments, 14.97% effective October 2002
and 13.2% effective October 2003 which equates to $96.6 million. These increases
were less than the medical inflation rates projected for the covered population.

Mr. Terrill suggested that it is fiscally prudent to weigh the risks and benefits of self-
insurance compared to the arrangements the State currently has with CIGNA. The
principal benefits of self-insurance include: 1) cash flow gain; 2) State premium tax
savings; and 3) State benefit mandate exemption. The principal risks would include:
1) significantly greater financial exposure (claims, reserve adequacy, administrative
expense); 2) less predictability of expense and harder to budget; and 3) fiduciary role
and responsibilities. He pointed out that 41% of the states that self-insure offer only
one plan option. In 2002, 17 states increased deductibles, 24 states increased
physician copays, and 29 states increased pharmacy copays. In 2003, the maijority of
states indicated that they were likely to increase copays. During these same time
periods, Arizona’s plans have remained unchanged since October 2001. He noted that

Statewide Health Care System Task Force
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the projection for self-funding costs in 2005 is $475 million and the CIGNA projection is
the same.

Mr. Terrill commented that there are 25,000 employees and dependents currently in the
CIGNA program who will need to find another doctor, and will lose optimal utilization
and treatment compliance, as well as access to after hours and urgent care. Losing the
CIGNA physician network could add in excess of $8 million to the self-insured
arrangement. Additionally, the CIGNA fully insured arrangement could be reduced by
2% with a premium tax exemption.

Mr. Terrill expressed CIGNA's desire to continue to serve the State as they have for the
past 30 years. He added that if the Request for Proposal (RFP) was structured to
permit integrated bids, CIGNA and the bulk of their competitors would quote and the
State would have more selections and competition.

Senator Allen indicated that she would like to have a list of all the entities that did not -

bid, as well as a list of the bidders. She also would like to know the reason why each
company did not bid on the RFP. '

Ms. Gibson noted that Blue Cross/Blue Shield (BC/BS) did bid; however, they found the
nonintegrated feature of the bid to be challenging and submitted an integrated bid. She
pointed out that most carriers would welcome the opportunity to identify some of the
challenges in the structure of the bid.

In response to Senator Allen, Mr. Terrill explained that as a carrier, they are the
pharmacy benefit management company, claims administrator, provider network,
medical management company, as well as the disability manager. The RFP specified
that a carrier could be awarded only one of the five functions in one of the regions in
Arizona. The major carriers are not going to allow other carriers to manage part of the
functions. He suggested that if the carriers could quote on an integrated basis, many
would do so. He added that self-insurance is not a panacea where the State will save
money. Instead, the State should review the features of the program as well as the
risks. He brought up that under CIGNA, Arizona has a plan that is similar to self-
insurance, which is the Preferred Provider Organization (PPO) plan.

Representative Carpenter questioned why the RFP was designed in the manner it was.
Mr. Terrill explained that the way most of the carriers do business, the RFP prohibited
them from bidding. Representative Carruthers added that the design of the RFP would
be discussed later in the meeting by the ADOA staff.

In response to Representative Gullett, Mr. Terrill replied that CIGNA was an AHCCCS
provider until October 2003. Under the AHGCCS plan, there are multiple contractors in
each area; however, each of those contractors has the full scope of responsibilities.

Statewide Health Care System Task Force
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In response to Senator Martin, Mr. Terrill replied CIGNA must project what the premium
rates will be 23 months into the future. They usually take a conservative posture and
later negotiate the rate after reviewing current trends.

In response to Mr. Cooper, Mr. Terrill indicated that CIGNA is the strongest provider
network in rural Arizona as reported by ADOA.

In response to Representative Carpenter, Mr. Terrill noted that the best savings for
healthcare is managing the contract by designing partnerships with doctors to deliver
good medicine. It is also important to have the consumer engaged in the healthcare
process.

Betsey Bayless, Director, ADOA, commented that the ADOA staff will discuss the
efforts being made toward self-insurance. She mentioned that the State employee
insurance contract is over $400 million, covering 140,000 employees, dependents, and
retirees. Ms. Bayless pointed out that the design of the RFP was based on the benefit
to the State, as well as the taxpayers.

Frank Hines, Risk Manager, ADOA, clarified that it is not their intention to discredit
CIGNA, noting that there are good and bad stories regarding the services received from
CIGNA or any other carrier. He maintained that it is good government to be reviewing
alternatives for the way the State funds healthcare, wanting the best for the money
spent. He suggested that it would be irresponsible not to look at alternatives. ADOA
believes it is the right thing to do for the State to become self-insured.

Susan Strickler, Benefits Manager, ADOA, provided a handout (Attachment 3)
“regarding self-insurance. She explained that 36 other states self-insure all or part of
their healthcare plans. In some states, there is a competitive Health Maintenance
Organization (HMO) market that the states will use and then self-insure the PPO
program. She pointed out that ADOA already self-insures State properties and liability,
as well as workers compensation. One of ADOA’s goals is to improve choice and
program design. She stressed that the RFPs were designed to improve competition
and flexibility for the State. Currently, the State has only one contract. If a problem
occurred in one area, it would be necessary to bid for contractors who could improve in
that area.

In response to Senator Binder, Ms. Strickler replied that most everyone would need to
select a new doctor with the self-insured program.

In response to Ms. Gibson, Ms. Strickler answered that Georgia does use the same
health model as Arizona is looking to use for self-insurance.

Ms. Strickler continued with her presentation, noting that one of ADOA's goals is to
make the process seamless to employees and retirees.

Statewide Health Care System Task Force
November 6, 2003
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In response to Senator Allen, Ms. Strickler replied that the appeals process is handled
through a third-party administrator (TPA).

Ms. Gibson commented that it would be difficult for BC/BS to pay the claims, while
someone else managed the medical decisions. Ms. Strickler indicated that it will be
necessary to develop good policies and procedures to ensure an effective process.

In response to Senator Allen, Ms. Strickler stressed that ADOA is not looking at creating
a bureaucracy, rather they want to implement new programs that will be more user-
friendly. Senator Binder indicated that they would like to see a speedy resolution to the
appeals process to ensure medical treatments are not delayed.

In response to Representative Aguirre, Ms. Strickler replied that some of the carriers
bidding on the RFP have indicated that they recognize the specific needs in the rural
areas. In some areas, the State is the only employer.

Ms. Strickler explained that ADOA has received seven network offers in the various
regions. Based on this, ADOA feels they can offer at least two HMO equivalents and
one or two PPOs in the urban areas, as well as one or two HMO equivalents and one
PPO in the rural areas. Currently, the rural areas only have a PPO.

in response to Senator Martin, Ms. Strickler replied that ADOA makes all eligibility
decisions pursuant to the personnel rules.

Stan Hovey, State retiree, distributed a handout (Attachment 4) on long-term care
partnership. He provided an overview of a program that is currently operating in four
states, which he feels would be beneficial to Arizona. He pointed out that the Robert
Wood Johnson Foundation sponsored a partnership that includes California,
Connecticut, Indiana, and New York. He explained that the state Medicaid agency
agrees to protect a certain portion of an individual's assets when they purchase a long-
term care insurance product. The partnership provides an alternative to spending down
or transferring assets by forming a partnership between Medicaid and private long-term
care insurers.

in response to Senator Allen, Mr. Hovey replied that Mr. Peterson of Pennsylvania is the
main sponsor of the Congressional Bill HR 1406.

There being no further business, the meeting was adjourned at 11:22 a.m.

Respectfully submitted,

@@wﬂ%»

Carol Dager
Committee Secretary

(Tapes and attachments on file in the Secretary of the Senate’s Office/Resource Center, Room 115.)
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Growth in National Health Expenditures

Health spending gromth slowed between 1993 and 2000 to an average increase
of 5.6 percent, about half the rate of increase between 1980 and 1993.

Percent

1990

Calendar Years

Cost Trends: Health Benefit
Cost Inflation

Emplovers expect liealth care costs 1o continue rising
20%-~ 18.6% .

! 15"‘"017.1"«0

= 16%
: 12.1%
10.1% C 11.0%7
8.0% 50, B1%
| 6.9% | B 6.1
1 2.1% 2.5%
| Lol W ez
o T - T T .

L ——

J1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999

2000 2001E 2002E
-4
All Employers
* Estimate

Source Mercer/Foster-Higgins, 2001
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Key Cost Drivers

Prescription Drugs

“Simply put, Americans are demanding, and
physicians are prescribing, a higher volume of
medicines every ‘\'(.‘ﬂl'“ -- NFHOM Report. May 2001

Factors Contributing to the 18.8%
Increase in Retail Prescription Drug Spending: 1999-2000

tncrease in the number

’ ) Shift to higher cost drugs
of prescriptions Y m

Price Increases

Key Cost Drivers

Hospital and Physician Costs -

Average Annual Percentage Change

Physician Services 6.6

Percent

i SN EEE———————

e e

1999

* Projection

Source Health Care Financing Administration
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Key Cost Drivers

Acceleration of New Technology

Increase in Personal Health Spending
Medical Technology Contributes 25%-33% of Increase

$1.586

| | I | l

2001 2002 2003 2004 2005

$in B||||on§

Source: Project HOPE. 2001

Key Cost Drivers

Aging Population

Percent of Population 65 and Over 6o

| 15.5%
11.9% 12.0% 1i/' I |

-

1980 1990 2000  2010°  2020*  2030*
Living Longer- Consuming More Health Care

* Projection Source US Census Bureau, 2000




Key Cost Drivers

What we see happening

For every one percent increase in premiums 200,000 to
400,000 people lose coverage nationwide

Source The Lewin Group
IRSNERE

AHCCCS Today

One of Arizona’s largest health care

INSurers
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Arizona Long Term Care System
(ALTCS) Managed Care

Tt i e
SLC gl 1ty

Mohave

LaPaz
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Whom Does AHCCCS Serve?

Program Enrolled |Member Profile
Members
Acute 874,646 |Primarily children and women with
children. (Includes 106,330 from
Proposition 204)
ALTCS (Long 38,085 |Individuals with developmental
Term Care) disabilities, physical disabilities, or who
are over 65 years of age.
KidsCare 50,706 |Children through the age of 18.
Healthcare 11,250 |Employees of small businesses.
Group
Medicare Cost 18,578 |Specified low-income Medicare
Sharing beneficiaries and Qualified Individuals.
Total 993,265

250%7
200%
_ 200%—/
2
.“J; e 133%
3 _ 100% 100%
& IOO%-/ [
o |
L%:) 50%-/ ;
s

0% L] L] T ) 1
KidsCare & ChildrenUnder Pregnant *  Adults& Aged,Blind, & MED
HIFAParents Agel Women&  Children6+ Disabled
Childrenl-5
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Household Size

AHCCCS Enroliment

. 993,265 members as of 10/1/03

AHCCCS
18%

Arizonans not
on AHCCCS
82%




- AHCCCS Acute Enroliment By

Age and Gender

o Male
O Female

Oto 18 yr olds 19 to 39 yr olds 40 to 64 yr olds 65 & Over

Note: Ihchudes Healthcare Group Members

AHCCCS ALTCS Enrollment By
. Age and Gender

/ . O Male

0 to 64 yr olds 65 & Over
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Adubt Males

Women

33%,

20%

20.4°
19.4%

Ko ——— -

TNk TR

0]

50,

0%

10.5439.7%

10.8%

——

Projection
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Revénue Sources By Percent

« FY 03/04 budget - $4,012,375,400

Other
Funds
11%
State
Federal \General
Funds Fund
71% 18%

\ AHCCCS
\ Program.
Pass Through . 74.8%
DES/ADHS

) [ . '
22.4% N 0203

Total  S4.439.124

AHCCCS State  S1.496.830
Administrative

2.8“/6 FL‘(IL‘I'HI .v 2.9(\2.273

L1 & 203
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Contractors
97.2%

Administration
2.8%

Acute Care Long Term
72% Care
$3,342,906,500 28%

$1,319,895,700

Based on FY04 Appropriation




Proposition 204 Budget Growth

1,600,000

1,400,000

=) 1,200,000
o
e

o 1,000,000
©
c

§ 800,000
[s]
f =
-

o 600,000
&

=-6 400,600
()

200.000

0

$1,476,054
$1.HE 300
PVL LUV 1,0'2,.6‘
$573.900 pai1.200
5619800 |
386,800 $012
.13 i .
48,
$23.30 " 4
|—
FY 2001 MNMI FY 2002 FY 2003 FY 2004 FY 2005
{Annualized) Prop 204 Prop 204 Appropriation Projection

Q1 Federal Funds
Q Tobacco Settlement
a Prop 303 - Prop 204

Protecton

# Budget Neutrality
Compliance Fund

1 General Fund

; OTXX
: 0 Commercial

CYE ‘00

CYE'01

CYE 02

2002 Commercial Increase from the Andersen reports estimated increase
2003 -2004 Commercial increase from the Hewitt Health Recource

CYE'03

CYE '04

—

5 Year
Average

Years 2000-2001 Comm etical Increases from the Mercar/Foster Kggin.s National Survey of Employer-Sponsored Health Plans—Western
region companies with more than 500 empioyees
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CYE 04 Cap Rate Drivers

Title XIX - TANF & SSI
CYE 04 Capitation Rate Impact
Increases by Service Category
Premium Tax .
Dental 16% Inpatent
4%

Transportation Outpatient/ER
1 0,

(]

14%
23% Physician
Overall Rate Increase 12.7% Pharmacy

Leadership Award for Medical Quality from
American College of Medical Quality

Ohe of 43 HCFA National Customer Service Awards
for collaboration with Native Americar_\s

Council of State Government Award for Eligibility
Fraud Prevention Program

e

1162
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The first member survey of Medicaid Managed Care
in the nation showed that members were very
satisfied with AHCCCS health plans.

On the National Consumer Satisfaction Survey of
400 Medicaid, Medicare, and commercial health
plans, AHCCCS health plans were rated at an 85% to
90% satisfaction level by members. This was the
highest rating in the nation.

A recent physicians’ and dental survey found that
these providers have a more positive image of

AHCCCS than commercial managed care

“organizations.

16




In 1995, a GAO report cited AHCCCS for its success
in containing costs and access to mainstream
medical care.

in 1996, Laguna Research found that AHCCCS had
saved almost $1 billion when compared with other
states’ Medicaid programs.

D

in 2000, Health Affairs cited AHCCCS as one of the

few prudent purchasers of health care in the nation.

In 2002, the Nelson A. Rockerfeller Institute of
Government called AHCCCS a “smashing success”
and cited Arizona as the “gold standard” fbr the
nation as a model purchaser.

in early 2003, successfully implemented governor’s
Prescription Drug Discount Program for seniors.

17



Strategic Direction and Focus

Public Poliéy Focus

Maximizing federal dollars for health care
coverage.
Controlling escalating prémiums and medical care
COSts. ' '

Reducing the number of uninsured.
| Driving improvement in quality of care and
patient care outcomes.
Healthy workforce population health issues. |
Assuring stability of the safetyv net.

18



- iers O LT
* Target health care institutions
for major services

Assess and Communicate: Better

Survival rates T Outcomes
Complications rates
Number of cases

Lower
Quality of medical team '

* Patient care planners vs. gatekeeper

e Treatment option information

¢ Tal Oeted medical manaoement
Dl\Ld\C management
Patient carc planning for spectal need
population
Preventive carc and discase
management
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Outcomes
Inpationt b Tz ey b DYONT Parbrogpants s
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Participants Pamc.ants

it
! 3

" AHCCCS making headlines

AHCCCS praiced
for national use
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Keep AHCCCS running strong
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Background Information and Discussion Points
on the
State Employee Health Insurance Program

History

Subsequent to the passage of HB 2600 in 2000, the State declared that the contracted health
plans (CIGNA, HealthNet, PacifiCare & United) servin g State employees and their dependents
were no longer bound to the annual contractual rate caps. Each health plan was asked to provide

the financial impact to rates as a result of this legislation. The range was between 9% and 70%,
and CIGNA was the lowest at 9%.

The significant adjustment to premium rates attributed to the non-CIGNA health plan
membership prompted the State to put the program out to bid in 2000, including a sole-source
RFP. CIGNA was awarded a contract of up to seven years (renewable by the State annually),
effective October 1, 2001 based upon factors identified by ADOA including:

- Most financially attractive ($16 to $97 million less than the other viable options)
- Highest employee satisfaction (90%) among the existing health plan options

- Highest clinical quality ratings

- Largest and strongest urban and rural provider network

CIGNA was praised by the ADOA Director for providing an affordable and quality option.

The contract was renewed for a second year with a 15% (composite) rate increase, and most
recently renewed for a third year effective October 1, 2003 at a 13% (composite) rate increase. .
There is presently an administrative dispute between ADOA and CIGNA pertaining to the

October 2003 rate increase. These increases were less than the medical inflation rates projected
for the covered population.

During 2002 and 2003, the concept of self-funding by the State was evaluated by ADOA and
continues to be investigated as an option to the current form of the program with CIGNA.
However, there was significant legislative debate relative to the merit of pursuing such an option.
Ultimately, this caused the Legislature to pass bipartisan legislation (HB 2025) last February to
postpone any attempt to go to self-funding until October 1, 2004 at the earliest.

Points to Ponder

1. Why would the State consider self-funding? Typically, and employer weighs the risks
and benefits of self-funding compared to insured drrangements.

The principal risks include:

- significantly greater financial exposure (claims, reserve adequacy, administrative expense)
- less predictability of expense and harder to budget
- fiduciary role and responsibilities




Background Information and Discussion Points
on the State Employee Health Insurance Program

The principal benefits include:

- cash flow gain

- State premium tax savings

- State benefit mandates exemption

2. Would the State save money by converting to a self-funded program? To answer this
question, one must know what the CIGNA renewal will be for October 2004 and compare to
what is estimated to be total expense under a proposed self-funded program. As of yet, ADOA
has not disclosed what the cost projections are for going to self-funding, nor does it have
CIGNA'’s October 2004 renewal rate maximums which are due November 15, 2003.

The current contract with CIGNA provides many of the benefits associated with self-funding
including:

a) Cash Flow Gain -

CIGNA provides the State a 2-month premium deferral and a 15-day payment grace period
generating 75 days of “float.” This arrangement produces far greater cash flow gain than a
standard self-funding arrangement that may yield 15 to 20 days float. If the State switches to
self-funding, it will have to *“catch up” on this liability at the end of the CIGNA contract, putting
the State in a negative cash flow position. The value of the float, assuming 1.75% eamed
interest, under the CIGNA contract is approximately $2 million compared to a traditional self-
funding value of approximately $700,000.

b) Experience Rating

The PPO coverage is experience rated and represents approximately 25% of the State’s annual
expenditure with CIGNA. If claims and expenses are less than the fully insured amount, CIGNA
is obligated to refund the State such amount. However, if claims and expenses are greater than

the fully insured amount, the State benefits by only being obligated for the fully insured limit (on
a deficit carry-forward basis).

The other benefits associated with self-funding that will not or are unlikely to materialize in this
instance include:

c) State premium tax

Savings achieved under the health benefits program will be at the expense of the State’s General
Fund and therefore the 2% tax savings will be matched by a reduction in State revenue.

d) State insurance mandates exemption

The fact that the State’s own program will be totally exempt from the insurance laws that the
State has legislated to apply to all other health insurance products provided by Arizona health
plans, may create employee morale issues and public relations problems. Examples of popular
consumer-oriented mandates include independent health care appeals, coverage mandates such
as cancer treating drugs and clinical trials, chiropractic care, Rx formulary rules, and prior
approval of advertising. State employees will also lose the protections of Arizona’s strong



Background Information and Discussion Points
on the State Employee Health Insurance Programn

insurance regulations — most notably financial and solvency protections — because the vendors
serving the State will not be under the jurisdiction of Arizona’s Insurance Department.

e) Provider payment protections

Likewise, physicians, hospitals, and other providers will lose the timely payment of claims
protections that the Legislature has enacted, if the State elects to pursue self-funding.

3. Knowing that the ADOA is actively pursuing a self-funding arrangement, did "best
in class" vendors bid on this program? No, the list of those who did not bid (and would be
unable to serve the State if contracts under the current RFP are awarded) includes a number of
top companies. Besides CIGNA, the non-bidding list includes Aetna, United, PacifiCare, Health
Net, and Humana. Because of the non-integrated design of ADOA's bid specifications, all these
health plans — plans that serve the largest private employers in Arizona and in the United States —

declined to bid. Another major insurer, Blue Cross, only bid on one component of the State’s
RFP.

ADOA has already found it necessary to re-bid portions of the RFP, but that may not be enough.
A complete revisiting of the bid specifications is needed, at a minimum, if true “best of class”
vendors are to be attracted to the program.

4. Is the CIGNA provider network inadequate? No, in fact it is very strong, and was
determined to be the largest and strongest provider network by ADOA when the current contract
was awarded. There are currently 1479 primary care physicians, 4774 specialists, and 52
hospitals under contract statewide. Applying the State’s contract specifications, only 52 State
members of the 123,000 total do not fall within the State’s desired provider access measure
under CIGNA'’s contract. Moreover, CIGNA has achieved the highest accreditation ratings with
the National Committee on Quality Assurance (NCQA), an independent accreditation
organization that reviews and evaluates health plans nationwide on a wide variety of provider

quality measures. Contrast that with those of the vendors currently bidding — many have not
achieved the same level of accreditation.

Also, the CIGNA Medical Group is exclusively available via CIGNA and has been chosen to be
the provider of care by nearly 25,000 State members.

5. Are the other provider networks more competitive, from a cost standpoint, than
CIGNA’s? According to an independent study and analysis performed by Hewitt Associates,
the answer is No. CIGNA’s unit cost (under its provider contracts) is lower than its rivals,
making CIGNA more competitive. The Hewitt database for Arizona includes Arizona
Foundation for Medical Care, Aetna, CIGNA, Great West, Humana, PacifiCare, PHCS, Principal
and United (Arizona Foundation and Great West were bidders for the State’s RFP for the
medical network). CIGNA’s competitive advantage over the other networks for an EPO/POS
type plan design averaged 14% and for PPO it averaged 18%, including physician, outpatient and
hospital expenditures. This advantage is substantial. By way of example, if CIGNA’s unit cost

were to increase to the competitors’ average (i.e., 14 points for EPO/POS), the added cost to the
State would be $56 Million per year.




Background Information and Discussion Points
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6. Would the State achieve the same high level of cost savings on pharmacy benefits by
carving out the drug coverage, as would happen under the self-funding program? That is
highly unlikely, for two reasons. One, CIGNA’s net unit costs for prescription drugs are very low
in comparison to most pharmacy benefit managers (“PBMSs”), due to the national buying power
CIGNA has. Second, the utilization of lower cost generic drugs is far higher at CIGNA than
those PBMs can achieve, because CIGNA has its own pharmacies that fill millions of
prescriptions annually and it treats a large number of State employees through the CIGNA
Medical Group (with doctors who are employees). A recently completed study for AHCCCS by
the Lewin Group supports this conclusion -- it warns of the financial risks to the State of carving
out prescription drugs under the AHCCCS program.

Also, CIGNA does not make a margin (mark-up) on the prescriptions provided by the retail
pharmacies participating in the network -- a practice among PBMs that is well-documented and

reported in a recent Wall Street Journal article profiling Express Scripts and PCS (two of the
PBM bidders the State is considering).

7. What happens to the nearly 12,000 State employees and dependents who are in
active disease management programs? They will lose their providers and will have to start all
over with new ones. CIGNA Medical Group case managers, nurses and other caregivers will not
be included in the self-funded medical networks the State plans to create. Presently, the
following number of State members are actively engaged in CIGNA’s disease management
programs, by type:

Asthma: 4,298
Diabetes: 3,535
Low Back: 2,071
Cardiac: 1,513
Total 11,417

Continuity of care management should be a major concern regarding these nearly 12,000 State
members who have established a routine and process with their CIGNA case managers.

Moreover, the prevalence of disease in the Saguaro plan has been documented to be greater than
CIGNA’s national average. For asthma it is 5% vs. 3.1%; for diabetes it is 4% vs. 2.9%:; for low

back it is 2.5% vs. 2.5%; and for cardiac it is 1.8% vs. 1.6% (Saguaro plan vs. CIGNA national
average in disease prevalence, respectively).

Despite these higher disease prevalence rates, CIGNA has achieved a remarkable 9.3%

penetration/participation rate with documented savings to the State, compared to CIGNA’s
Arizona averages, as follows:

- $995,421 direct medical expense savings ]
- $583,998 indirect productivity savings

ADOA claims that their new self-funding plan will improve program design (“Offerors proposed
new, innovative disease management programs customized to State employee needs"). While
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sales promises are fine, actual results are what matter. CIGNA has proven its ability to offer cost-

effective, innovative disease management programs for the four disease states noted above, with
a fifth (pulmonary disease) currently being launched.

8. Has the State truly considered the unique qualities of the CIGNA Medical Group?
The CIGNA Medical Group (“CMG”) is exclusively available via CIGNA and has been chosen
to be the provider of care by nearly 25,000 State members. Here are some important features of
the CMG:

- In the past year, 837 State members have enrolled and completed CIGNA’s Diabetes Education
Class. This award winning class is certified by the American Diabetes Association, as a result of
its effectiveness in educating patients about their disease, and their role and responsibility in
personal care management.

- There were 12,029 patient visits by State employees in the CIGNA Medical Group’s After
Hours Centers in 2002 and 9,152 patient visits through September 2003 (on pace for a 20%
increase). The After Hours Care Centers are an alternative place of service to emergency rooms
and provide more timely care with 50% less triage to the ER (when compared with independent
urgent care providers such as NextCare). How will Arizona’s overcrowded ERs handle this extra
load? _

- On-site pharmacy services at CIGNA Centers assures a high rate of generic utilization that has

approached 70% and improved quality relative to compliance in getting prescriptions filled and
following the course of treatment.

D

Continuity of care should be a great concem for the 25,000 State members who have chosen the
CIGNA Medical Group physicians over the private practice physician community and are

utilizing the unique services made available by CMG. These unique services and the physicians
who provide them will not be available under the self-funded program being created by ADOA.

(9}
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Partnership for Long T=rm Care

Approximately 40 percent of the 65-and-over
population will eventually need long-term care,
with an average stay of 2.5 years at a cost
ranging from $30,000-$65,000 annually. And
although many elderly Americans still believe
that their long-term costs will be covered by
Medicare, the truth is that only after spending
down to impoverishment will they receive public
support through Medicaid.

The Partnership for Long-Term Care provides
an alternative to spending down or transferring
assets by forming a partnership between
Medicaid and private long term care insurers.
Participating states work with insurers to create
insurance policies that are more affordable and
provide better protection against
impoverishment than those commonly offered.
Once private insurance benefits are exhausted,
special Medicaid eligibility rules are applied if
additional coverage is necessary.

The authority for instituting the Partnership for
Long Term Care (PLTC) program resides in
state plan amendments rather than Centers for
Medicare and Medicaid Services (CMS)
waivers. There is a provision in Medicaid law
that allows a state to alter the asset eligibility
criteria dependent on a state specified
requirement. In this case, it is the purchase of a
state certified long term care insurance policy.

The Partnership is sponsored by The Robert
Wood Johnson Foundation.

+ University of Maryland Center on Aging rmwwem
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Partnership Update
Overview
9 Fact Sheet
OBRA 1993

Publications
Participating Insurers
Contacts

Partnership Presentation

Partners In Social Marketing

Related Links
California
Connecticut
Indiana

New York

Questions and comments regarding the Center on Aging can be directed by E-mail to
speters@wam.umd.edu

UMCA Homepage

Last Updated 10/24/02

http://www.hhp.umd.edw/AGING/PLTC/index.html

10/27/2003



LONG TERM CARE PARTNERSHIP

HOW IT WORKS: DOLLAR FOR DOLLAR MODEL

CASE#1

CASE#2

CASE#3

CASE #4

I HAVE $100,000 AMOUNT OF ASSETS TO PROTECT

IBUY A $50,000 POLICY BENEFIT

I MUST STILL SPEND DOWN $50,000 OF ASSETS, BUT $50,000 IS
PROTECTED

I HAVE $100,000 AMOUNT OF ASSEETS TO PROTECT

I BUY A $100,000 POLICY BENEFIT

1 HAVE ZERO AMOUNT OF ASSETS TO SPEND DOWN, $100,000 IS
PROTECTED

I HAVE $300,000 AMOUNT OF ASSETS TO PROTECT

I BUY A $100,000 POLICY BENEFIT

1 HAVE $200,000 AMOUNT OF ASSETS TO SPEND DOWN; $100,000 IS
PROTECTED.

1 HAVE ZERO AMOUNT OF ASSETS TO PROTECT

1 BUY A $50,000 POLICY BENEFIT

I HAVE ZERO AMOUNT OF ASSETS TO SPEND DOWN: NO ASSETS
ARE PROTECTED BECAUSE I DIDN'T HAVE ANY

HOW IT WORKS: TOTAL ASSET PROTECTION MODEL

CASE# 1

[ HAVE $300,000 AMOUNT OF ASSETS TO PROTECT

1 BUY A THREE YEAR POLICY WORTH MORE THAN THE STATE
MINIMUM ($175,000).

$300,000 IS PROTECTED
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University of Maryland Center on Aging

Partnership for
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Fact Sheet

University of Maryland, National Program Office
Mark R. Meiners, Ph.D., Director

The Partnership for Long Term Care provides an alternative to spending down or transferring
assets by forming a partnership between Medicaid and private long term care insurers.

Partnership states have focused on creating affordable products that encourage people to self-
insure, enable purchasers to provide better protection against impoverishment, and reduce
long term care costs for the Medicaid program.

By design, the Partnership policies are Medicaid budget neutral. While states must forgive part
of the insured's potential spend-down, the insurance company is absorbing costs for long-term
care that would have been Medicaid's responsibility. The extremely small number of policy-
holders who have actually accessed Medicaid (<50) illustrates the effectiveness of the
Partnership in meeting the budget neutrality goal.

Policy Types

Dollar-for-Dollar Model (CT and CA)

» Policies must cover at least one year at issue and pay a minimum daily benefit
(determined by each state)

» Once policy benefits are exhausted, every dollar paid out by the insurer will be deducted
from resources counted for Medicaid eligibility

Total Assets Model (NY)

« Policies must cover three years of nursing home care, six years of home care or a
combination of the two

» Once policy benefits are exhausted, protection is granted for all assets, but an individuals
income must be devoted to the cost of care

Hybrid Model (IN)

Policies must cover at least one year at issue and pay a minimum daily benefit

« The value of coverage purchased and later used, determines the method used for
determining asset protection in Medicaid eligibility

If the amount purchased is equal to or above the state-set amount for the policy effective
year, total asset protection is applied

« If the amount purchased is less than the state-set amount, the dollar-for-dollar methed is

http://www.hhp.umd.edw/AGING/PLTC/fact.html 10/27/2003



l'armersmp 10T LONE- 1 CrH Lale 1dact ducet

used

LIy~ R .

o Regardless of which method is used, an individual's income must be used for costs of

care

Current State Data

California || Connecticut|| Indiana ||New York|| Four
(through 1Qf (through 2Q || (through || (through State
2003) 2003) 2Q 2003) {{ 4Q 2002) || Total
Total Applications B
Received: Jl 61,954 37,274 32,629 65,987 | 197,844
IApplications Denied: ]| 11,192 || 4,370 || 4,329 | 10,595 || 30.486 ]
pplications Pending
& Withdrawn: 0 2,081 696 6,204 8,981
Total Policies 50,762 30,823 27,604 | 49,188 | 158,377
Purchased:
Policies Dropped:* || 4547 || 2,018 || 2,680 | 4,728 | 14,873
Policies Not Taken 2,232 2,376 2155 | 4994 | 11,757
Up: ]
Total Policies In
Force (active): WI‘ 43,947 25,188 23,294 I 38,562 || 130,991
Policyholders Who
Received Service 512 216 145 720 1,593
Payments:
* Does notinclude drops reported as deaths, rescissions or exhausted benefits.

Aotcsp o

/o

e )

PLTC Homepage

UMCA Homepage

Last Updated 10/14/03

http://www.hhp.umd.edw/AGING/PLTC/fact.html

10/27/2003
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Contact Information

National Program Office
Mark R. Meiners, Ph.D., Director
University of Maryland Center of Aging
1240 HHP Building
College Park, MD 20742-2611
Phone: 301-405-7555

California
Sandy Pierce-Miller
(/5 CapiTese. —180TTIN ST 2nd-Hoof-
Sz372 7342/ P.O. Box 942732
MuiL98ep %#/oe Sacramento, CA 94234-7320
Phone: 916-323-4253 z52-F 790

Indiana

Mary Ann Hack

Office of Medicaid Policy and
Planning

402 W. Washington St., Room W353
Indianapolis, IN 46204

Phone: 317-232-1034

Fax: 916-323-4238
Email: Spierce@dhs.ca.gov

Fax: 317-233-4693
Email: mhack@fssa.state.in.us

Connecticut

David Guttchen

State of Connecticut

Office of Policy and Management
450 Capitol Ave, MS# 52L.TC
P.O. Box 341441

Hartford, CT 06134-1441
Phone: 860-418-6318

Fax: 860-418-6495

Email:
David.Guitchen@po.state.ct.us

New York

Robert Borrelli

Partnership for Long-Term Care
Office of Continuing Care

NYS Department of Health

1 Commerce Plaza

Albany, NY 12210

In-state toll free: 1-888-NYSPLTC (1-
888-697-7582)

Phone: 518-473-8083

Fax: 518-478-1014

M B [ e N e £ 1 I B
Email: pitc@healin.state.ny.us

Questions and comments regarding the Center on Aging can be directed (o Wvirap@wam.umd .vdu

PLTC Homepage|{UMCA Homepage

Last Updated 10/02/02

http://www.hhp.umd.edw/AGING/PLTC/contacts.html

6/24/2003
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OBRA 1993 Provisions Pertaining to The Partnership For Long-Term Care

The Omnibus Reconciliation Act of 1993 contained language with direct impact on the
expansion of partnerships for long-term care. The Act recognized the four initial states now
operating partnership programs plus a future program in lowa and a modified program in
Massachusetts. These six states were allowed to operate their partnerships as planned

because their state plan amendments were approved by HHS before May 14, 1993.

States seeking a state plan amendment after May 14th must abide by the conditions outlined
in OBRA'93. There are three sections with specific language pertaining to partnership
programs. The following outlines the requirements in each section.

‘o Sec 1917(b) paragraph 1 subparagraph C
This section requires any state operating a partnership program to recover from the
estates of all persons receiving services under Medicaid. The result of this language is
that the asset protection component of the partnership is in effect only while the insured
is alive. After the participant dies, states must recover what Medicaid spent from the
estate, including protected assets.

» Sec 1917(b) paragraph 3

This section prevents a state from waiving the estate recovery requirement for
partnership participants.

« Sec 1917(b) paragraph 4 subparagraph B
This section requires a specific definition of “estate" for partnership participants. Estates:

A. shall include all real and personal property and other assets included within the
individual's estate, as defined for purposes of State probate law; and

B. ...any otherreal and personal property and other assets in which the individual
had any legal title or interest at ihe time of death (to the extent of such interest),
including such assets conveyed to a survivor, heir, or assign of the deceased
individual through joint tenancy, tenancy in common, survivorship, life estate, living
trust or other assignment.

The above definition may vary from the current definition used by a state for estate recovery.
States implementing a partnership may find themselves in the position of having to use a more
encompassing definition for partnership participants alone. These post OBRA partnership
states may even have o seek legislative approval to implement the required recovery process
for partnership participants.

-

http://www.hhp.umd.edu/AGING/PLTC/obra.html 6/24/2003
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To amend title XIX of the Social Segurity Act to permit additional States to enter into long-term
care partnerships under the Medicaid Program in order to promote the use of long-term...
(Introduced in House)

HR 1406 IH
108th CONGRESS
1st Session
H. R. 1406

To amend title XIX of the Social Security Act to permit additional States to enter into long-term care
partnerships under the Medicaid Program in order to promote the use of long-term care insurance.

IN THE HOUSE OF REPRESENTATIVES
March 20, 2003

Mr. PETERSON of Pennsylvania (for himself, Mr. POMEROY, Mr. PLATTS, Ms. HART, Mrs.
JOHNSON of Connecticut, Mr. BISHOP of Utah, Mrs. NORTHUP, Mr. MURPHY, Mr. GERLACH,
Mr. SHUSTER, Mrs. EMERSON, Mr. ENGLISH, Mr. TOOMEY, Mrs. CAPITO, Mr. GREENWOQOD,
Mr. HOEFFEL, Mr. CARDIN, and Mr. MURTHA) introduced the following bill; which was referred to
the Committee on Energy and Commerce

A BILL

To amend title XIX of the Social Security Act to permit additional States to enter into long-term care
partnerships under the Medicaid Program in order to promote the use of long-term care insurance.

Be it enacted by the Senate and House of Representatives of the United States of America in
Congress assembled,

SECTION 1. PERMITTING ADDITIONAL STATES TO ENTER INTO LONG-
TERM CARE PARTNERSHIPS TO PROMOTE USE OF LONG-TERM CARE
INSURANCE.

(a) IN GENERAL- Section 1917(b)(1)(C) of the Social Security Act (42 U.S.C. 1396p(b)(1)(C))
is amended--

(1) in clause (i), by striking "shall seek adjustment' and inserting 'may seek adjustment’; and

(2) in clause (ii), by striking "had a State plan amendment approved as of May 14, 1993,
which provided' and inserting "has a State plan amendment approved which provides'.

(b) EFFECTIVE DATE- The amendments made by subsection (a) take effect on the date of the
enactment of this Act.

http://thomas.loc.gov/cgi-bin/query 4/7/2003
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What is the California Partnership for Long-Term Care?

The California Partnership for Long-Term Care is an innovative program of the
State of California, Department of Health Services in cooperation with a select
number of private insurance companies. These companies have agreed to offer
high quality policies that must meet stringent requirements set by the
Partnership and the State of Califomia. These special policies are commonly
called "Partnership policies".

The Partnership's mission is to provide Californians like you with affordable,
quality long-term care insurance protection, so you will not be forced to spend
everything you have worked for on long-term care. Additionally, the Partnership
seeks to protect you from having to spend down your assets, should you use up
your private long-term care benefits and need to apply for Medi-Cal assistance.
Finally, the Partnership seeks to protect your assets from Medi-Cal estate
recovery.

Nursing home care in
California averages about $150

a day or neariy $55,000 in 2003

http://www.dhs.ca. gov/cpltc/html/consumer.htm

6/24/2003
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| _Tnsurer _[Researcher | Topics

The Connecticut
2R e
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General Information

The Connecticut Partnership for Long-Term Care is a program of the
State of Connecticut that works in alliance with the private insurance
industry. Itis a joint effort by State government and private industry to
create an option to help you plan to meet your future long-term care needs
without depleting all of your assets to pay for care.

Under the Connecticut Partnership, private insurance companies
competitively sell special long-term care insurance policies. These policies
not only offer benefits to pay for long-term care costs, they also offer
Medicaid Asset Protection should you ever need to apply to Connecticut's
Medicaid Program for assistance.

For most people, it is unpleasant to think about needing nursing home or
home care when they get older. No one is immune to this possibility.
Even more unpleasant is the likelihood that you will have to saciifice your
life's savings to pay for that care — if you don't plan ahead.

To help you plan for your financial future, the State of Connecticut has
joined forces with private insurance companies to form the Connecticut

Partnership for Long-Term Care.

For more information contact:
David Guttchen, Director
David.Gutichen@po.state.ct.us; (860) 418-6318

S e
wioCTparin

rage 1 o1t
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Special Reports...

report to the Connecticut
General Assembly

Annual Evaluation Studies -
results and analysis from
management and evaluation
surveys

Benefits...

Working together, this
public/private partnership
has created an innovative
program that offers you:

- quality, affordable long-
term care insurance; and

- a way to get the care you
need without depleting all of
your assets.

The Connecticut
Partnership's website is
designed to help you learn
more about how planning
now can help guarantee a
secure tomorrow.

The rmrr e wins Bastoneahp fur l ang. Trom Dare i 2 program within the Pelicy Developmant and Pla nning Nivisicn of the Office ¢f Pelicy and

Management for the State of Connecticut. Copyright © 2003 State of Connecticut. State Disclaimers and Universal Website Accessibility

Policy apply. Please read the OPM Privacy Policy.

http://www.opm state.ct.us/pdpdd4/ltc/general.htm

6/24/2003
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About the NYSPLTC

The New York State Partnership for Long-Term Care (the Partnership) is a unique and innovative
program that combines private long-term care insurance and Medicaid to help New Yorkers prepare
financially for the possibility of needing nursing home or home care. The program allows New Yorkers
to protect their assets while remaining eligible for Medicaid if their long-term care needs exceed the

period covered by their private insurance policy.

o SAY THAT AGAIN?
If you buy a long-term care insurance policy under the Partnership program, and you use 3 years
of nursing home care, or 6 years of home care, or some combination of the two, you may apply for
New York State Medicaid benefits AND STILL RETAIN ALL YOUR ASSETS. You will,
however, have to contribute your income to the cost of your long-term care.

« WHY WAS THE PARTNERSHIP CREATED?
The Partnership was created to help New Yorkers finance long-term care without impoverishing
themselves or signing over their life's savings, with the accompanying loss of dignity. In the long
run, the program will help reduce New York's massive Medicaid tax expenditure - over 37 billion
in 1998 and growing. The Partnership offers New Yorkers and New York a better alternative.

« WHAT ARE THE BASIC BENEFITS?
All participating insurance companies are required to offer a basic policy which contains the
following minimum benefits:
o Coverage for at least 3 years of nursing home care, 6 years of home care or a combination
of the two (where 2 home care days equal 1 nursing home day).
$163/day coverage for nursing home care; $82/day coverage for home care in 2003.
Inflation protection equal to 5% compounded annually.
Care management: information, referrals, consultation on service needs and benefits.
14 days of respite care, renewable annually, to give the at-home caregiver some needed rest.
30 extra grace days to pay the premium IF you have designated someone to be notified if
you don't pay your premium on time.
o Special consideration for adjustment of premiums/benefits in the event of a national long-
term care program.
o Review of denied requests for benefit authorization on a case-by-case basis.
You can also select richer policy benefits. However, all Partnership policies have, at least,
the above-listed basic benefits.

0O 0 0 00O

« WHY SHOULD I CONSIDER A POLICY?
o To stay in control of your own assets.

o To increase your chance of getting the long-term care of your choice — whetherina nursing
home or in your home -- when you need it.

o To continue to feel like a dignified, independent human being.

More than 2 out of 5 Americans 65 and over face going into a nursing home at some point in their
remaining lifetimes. Think about it.

Who Is The Partnership For

While the policies are not a solution for everyone, they may be for you. The state recommends

hitp://www.nyspltc.org/about/index.html 6/24/2003




e s crmasmm e e P

ek A.#.:....sr -

5]

-t

TR RECI R » A Ly ¥

IRFRIY RUTIDUSINS, Y RESERALITY & U »L,um,ﬁ.\.h%vgg \owhuatal

.
il
RN

AR

exi.

e~ nvan b A AT




A }3-.—...as.§k£§“§n,ﬁw X

PORTIOW IR~ o S IT

gl et

QWIOY PIJu [[IM ﬂmﬂ@?%ﬁ&oﬁﬁ&g m(hh

a) (2 38@88 swoy uIsInd Jo %0 <

-soA1] 1oy} Surmp jurod SWOS je WOy
‘Guisinu g asn [[Im 9 JO a3e o) yoral oyMm
UoUI 99X} JO SUO PUB USWIOM 03 JO SUQ «

da8) UL ], 3u0] 10J PIdIN. Y.L




Y el

e ikt i N A A AR DN T L B

TR e A

e e a2 L&Lﬁ: &%, / 1. . .

e+ St A L 1 e e

o i AT i s TR BT R

PP T

 radisuadxa s 2017 LI} M:eﬂa

“yuow 1od ooo N

it i A T ol oy 7&

‘soSeI1oAr ANIoRY SUIAT] Pa)SISSE Ue E oTe]

‘000°ST$ Uey} SI0W SI ‘1e2K B I0J Yoom
o e sAep oAIJ ‘Kep ® SOy Y313 I0J 20UB)SISSE
. | opisoxd 0) opre Yi[edy awoy € 10] 1500 Y] <«

-reak 10d T ‘pi$ 30 Aep 1od 1TI$ sem mﬂmé&
I 9180 SWIOY JUISINU JO 3SOI a3e1oAe 9y} ‘700T Ul:

a1e)) WL, U0 Jo 3S0D YL




e e ¢ gl rka e e A SRR A T Lff#ﬁ})k r)_auz.wa A n_m:u?

s AT o g 1A Sl

e s kot s S AR ¥ 20N O N

oIe S)asse [[e %ﬁmoﬁ B@ﬁ mamoo _o__u____mo E@m@
=m mo 0, €9 Ajoyewurxoxdde 1oy sAed 9@06@2 Aa..;

| -sueowt Aed-oyearid Aq pred
oI S1S00 218D LIS} SUO] JO %TE - %@&-3&2& «

*$]S09 w0y 3uIsInu
10 ©4¢ uey) ss9 10§ shed ‘A[[euonEN :QIBJIPOIN «

3J8)) UL ], sU0T 10J sAed og M\




I4}

-

ca—"

e ol Mhbrm¥e marks ue e

M o £ i o R oA e .L.mr. DI

NS SP PR RPPE PRI, o L T o S S ERI

LG Eﬁwoa

Emnom_ e
poppe-a1e}§ onbrun € ‘u01103101d J9SSY 98602, i e

pUE SOIMJEa) U0109j0Id ISWNSUOD JUMUIRIU0d e
soueINSUT o1ed wixd) Suof Airenb Y3y sapiaoid L -

-syuagde J197) pue sorueduwod 90URINSUI 3180
wroy Suo oreanid YIIM JUSUILISAOS 9181 sared
weidoiy drysioupred euerpul,,Jo JIDLTI YL <

:;;:‘;-;;.ﬁr:‘l;ag‘:&;.

RI301J 3:«.:55 3Je) UL, sU0] a:ﬁwﬁm

\



s

o,

O S o - T SRR I
PR ITOR R R L) ,;».u#fmh..uﬂ.xbﬁbrhgtr“.,i,N_.._w..ﬂ...« i .%%Ef ,......n.m.ﬂ..,h.:...n J.r &

e N RIS N W TR 4 v ?MR..E%T«HW}%& ..... v..» i o
i 1 AT TR T SEALR

I T T R L R
o ql.rsp.thumn,_t.,l.., 3

1 e ematon « WAL ARSI T kil

. e et PIRT AR RN N R

-5$9201d AI2A0991 21B1SO PIBIIPIIA:
() UI papnoul 3q JOU 3¢ [jLa SYASSN. e e

I R O

-gs9001d A1[IqI3To ﬁ&oﬁoz
o) SuLmp payunNod aq J0U [[IM SI9SSY -

e eI I

‘sarorjod &ﬁb&.&m pURIPU] hoﬁ
wﬁmb pue Surseyoind £q sjosse 109101d EoEo%G:om

“isororjod drgsioupred Ul A[U0 punoj 3ausq: Q0] <

U01)29)0.1J J9SSY Predipof




-——

it MR N S

PP R IRPERPIGRIPE 58 o UM JRGE s LGRS

o RS S A st lapms it ey
L ._.H.w.f_«u.év[. R N 3 i ..wn..;,v\...w....rr.:_..:.

. Y A0 TN

. L et L Siera B, . |
eI it IR A B A T \:_&. i F_.- Ls_

e et e © BT £ o i AL DAL S e

.forjod ot £q 1m0 pred SIFAUSGTO TS
£10A9 10] uON01d Josse JO [§ UIBd s A9y H.N -

g b @ PR o g T

“u01199101d Josse JR[[OP-I0J-Te[[OP SAISOI [[IM

1804 JeT]) 0] JUNOUR IB[[OP 195-9JelS o)} Uet])

$S9[ JO 23e10A00 TenIul YIm Ad1jod digsiouired
 guerpuy ue aseyoind oym S[enpIAIPU] <

uo1)d3)0.1 19SSV Ie[io@-Iog-1e[lod

WO0N2310.1J JOSSY PIEdIpd:




_—

. . .. "
% g e vmrarule Ao
b ST LA s ..n‘mu.v 7

e e e R e Y e e g O bt TRl Y "
L weeahe e e e AR A W S LA A mh..‘rﬁ_,. ﬁ._.w.nmr.b%hu_ 2 A A.a‘_‘..,ﬂ._.u-.“‘..uﬁ. b
AL R NN

[T PP SO SPRRC L 5 s it S AR AT L

Ty T e :
i A e o e ey ;
e IgN I

g TR P s
v § A e S e A
- e W .r Prapants

——————

p1e3ISIP. JASSB.JBIOk: st
£-0AI9I9I [[IM 90UBISISSE PIRIIPIA 105 Apdde- - saesm
pue sj1jouaq Ad1[od JI27} 1SNEYXS UST) ‘(€00T L et
“10J 6L9°8L1$) yunouwe Ie[jop 19s-3181S 9} -
70 958I0A00 TINTUITUIUE [3IM Korjod drysioupred
~ guerpyy ue aseyoind ogm STenpIAIPU] <

u01)93)0.1J 13SSV [EI0L

WO1YI2)01J JISSY PIEIIPIA




A e S S i e iR

REP TP AN G vars TR LT TR TTI P S SRty gt TRkt Vo,
t oo we S e A N SR R

e o 1 RN SRR O AR

e e o P R PR AL O PN gl Y T Ll A

RRRPURPIPER. DX EFT L Nt

o189 SUIAT001 ST I9p[oyAor[od a7} Yorgm

ur a1e)s Y} JO Ssa[pIesal pred oq [[1M $3JoUAQ

Korjod souemMSUI ‘IOAIMOF] "SJUSPISAI BUBIPU]

03 pjos 2q Auo Aew samorod digsisuped puRIpU]
S)UAPISIY BUEIPU] o

3
R Y- -3 S P I

: (.'b.".-_! ';‘\'.‘;_»,:"5 .
. N : “ :_'

TN NG ,'._.;‘:; .

somyea Aorog dgsiompIed PHO°



oo

e SR i IR 1 VoA R I UG B
it o AR AL AN ORI SN

- e s L A e LT A r,,..s,,.._.,..n..%.,._r;.-. St
:...l.t.)._.u'.v.,.1;_:._........._.:.;..fl,,.”.:.\...h.F.... (O T * MR I PR A R e 4

RV V.. LW TR T TIPS .hﬂn.eem......c...ﬁ....ﬁu...:; .“/.t.”_u..‘h_.,”.

$di (o100

o suois.oa paifijonb-x} &p1apaf 0S[p 240,

T AR

SNERe SESIRHITE

*9120 JeUonMNSUI JOJ Apurewrxd 23819400 SOpIAOI

T e +

£orjod Jo 9dAy ST L Korjod  AI1[ToR] 918D Euo

. guoy, ® IopJ0 0} 9500Y Arwl SAIUEAUIOd SOUBIASUL < -

- reeua

*§)IJOUSq PASeq-AJUNIIOD % SWOY pue swoy
guismu Sururejuod Korjod _2A1sUSYa1duIod,, ©
I0JJ0 jsnu saruediod ouemsut upedioned Iy <~

VR e TR e

sodA] AoHod OML -+

sompea Aonod drysouES WO




ey we . L 54 e Y ..n..
o B e K, iAWt SN "....a..;,ﬁc.nvrnuun ol

=N

st e LY, T b s e
SR e e

TNV IR TRTINT: AR SROTPUT D | 9T, mi2Y Tt RRI

R B T T Voot e YR )

l:il't\.ll.kv.;...r%g._.i s amﬂ.gﬂé?hﬁuﬂ 5 K E¢F§_ ﬁ .,,.h., ' _,.
SR BT

o T A ﬁHBo
xe} BURIPU] UE U0 pajonpap aq Kewr Korjod
drgsiouyied eUBIPU] UE 10§ pred swineid

s e AR
i e R

ey st 1op[oyAorod o 10§ T, 1GIOTY <

. 90UB)SISSE 10] PIedIpa]A

01 SuTun) 910Jaq 1onpoId dUBINSUL IED Lo}
Suoy Aenb g3y e Sursn 10} SYUEY),, 3uihes Jo
Aem $,0181S 9Y} ST UON0J01 198SY PIBIIPIN < o

WIAA-UIAA-UIAA

A

101)33)01J J9SSV PIEAPIN



i

-y
i e at ey b R e P e
- o i e R AR Y S e
T T R S T SE
- e S e BT AR ReRL D SRR e T e, YA
BRSPS RIS S SR REAPIIG. | RS HEAR o o Bt SRS R\ SRR RS O e

RIS E P SO BLLIER PRI WV, i ] _ni_l.twuﬁw'l%: u._cﬂou »a.roﬂ.umww w’l..ru.l .;.qu,m,i\,rs _f i

.«l.

.et.r_r..ﬁrbeb

FURRIIREUPY WP LI Tt S AT ?iﬁlﬂéﬁ.mlgirﬁg i

B T byl DN
[P S IR PPN UV TR A By ik a wm.

papunoduiod %6 e Je A[[enuue 9SBIIOUI &: o:omz

o e A—— o VO U decoutr B

oY) UIY)IAM JIJOUSq WNWIIXEW 2Y) pUe JJauaq Atep
o) q10q ‘oInyesy uondajoxd uoneyul oyl PIM <

*aIn)ea] U0199)01d UoTR[Jul
ue urejuoo sarorjod diysioupred eueIpU] [[V < o

Ny

21InJea § U0NdI0IJ uonepuy .

ORI

saanyea Aarjod diysiomaed PYO-



T4

e SR e S A A S e T s
ol " P

O T O T Sk, el IR L ER 3 e 2 T
et S N R R RN S

o IS S poity v e .,E..u.,",u..r..iﬁ.,.\...,..;Jr,um.&w.&wmpmm..:".x:._,_.»ﬁ. i

e e ot I AT I s

T R e R WL
JU YR RPRT PO SO S0 FT VIR TVCPD T T R U B

W i _..,.....,

‘doys aomﬁmaoo_Bhii@&?_,__,,___”____
- 91[) IOJ I91SBI JT SAYBUI JT JUSAS SuIes )-10)-
spgouaq jno Surked sarorjod drysioupred e YA <

*9)e1S 9} AQ PIIS[s SUONIUIIOP
~ pue $193510 JJaUSq oY) SN jSnU soruedwod
Sunedronted ‘sarorjod diysismred euelpu U] < e

SIOZSLLY, Jyoudy -

saanjed g Adno g drgsroupaed ._uf__@w,_




VPRI RUPTRR SEF PTG IR SRR IOCY! By Lt TP R LI

o— A A e i
et it TNk i RS e

. R e e R R PR N T PR ST SRRt
R s R s vits o L DTEANERA il T e

FONVINSNI TV WAL ONOT VNVIANI HHL
NI QAQIAO¥d NOILDALOYd 1ASSY FHL 4O
SSAOXH NI SLIAANAE HAIAOYd AVIN AJITOd |
STHL "NOLLDELOYd IASSV AIVOIQEN 4Od |
INVIO0Ud IONVINSNI TIVO WAL ONOT [
VNVIGNI 9HL YEaN SHIATTVNO ADI'TOd SIHL |~

:Korj0d

o) Jo 93ed juoxy ay) O 10 ‘93BI9A00 JO JUI[INO 3

‘goryeorpdde oy} UO UOTJBULIOUT JO XOq Suimoroy oy}
10] yoo[ ‘Aorjod diysioured euerpuy ue Anuapi o],
uonedIYRUIPY o

JEIT RN
_W R

1

“soamyea g Adrjog digsoupied PRPO:

et
. NE AT T



(4}

-7

- il IS b e

o B e b B i T Mo P AR Y e S AT TR a._

e CaIpU] o) 10 9103 JHOT- i
1SI1] 9ABY IS 3ys/ay ‘Aorjod diy o1

et B meie i )

TS

-sarorjod drysIoupred:s
guURIPU] pue SAI01[0d S0URINSUI 918D WD) mﬂoﬁ s
reuonIpen yjoq 19jo seruedwod Sunedioned [[ o s

‘spiepuejs diysiouired
BURIPUJ 9} S}ooWI jey) Ao1j0d © J0J ouemsu]
70 Jusunreda(q euerpy] sy} woy [eaoidde
surejqo 1 se Suoy se ayedronted ueo Auedwod Auy <

- sjuady pue seruedwo) diysrom.req vueipuy



o

. e e ettt R DR NLI ..n....:..........,.:_.. g
VTR TRPSNUX & S IR DT VRTIMIRIESRIVE L TUOAL S e T 4T e

. L».t

) v et B W Co e
) bt WV T L T e b . s W.M

S ARSI Y GEHRS LR o . D -

. M rdale: L IS §

RTREE X N ‘giff-ra_ .Q

PR )

Vo

N . . ea N I N . . A -
e s ol il 9 H b
..,. X i ool dedin e

gt o g w4
JUIPPRESIVCIRRIEIT L ST A R S
__vJJb J.ﬂ

Ly A R R bigdded e O @n..ft

RSO E e e

,;..i..)vn.fn.!...._.:at}nf

9910] Ul sarorjod YA YA
paseyoind sotorjod $09°LT
PIATIOAI suoneoridde 679°C¢
| SoeS A

(£00T dun( gwseév




|
fF i !_.u..s.l TR

P P T T I PIGSSS SO

s R RN
g e B S by q M. _‘. e s
el e bR, =R Flt...l f..{.&!a.\.!l’r.z.: BT, Ko Py Y]

RN e
;e N AL

—J isd
e oA ot gt bl g v L SN R R S _.:t. \li:rrl .Lclt;k-(rtv.lut.ofg( :

R " b gt ... 1] o
cy e 0 e TRVEIIEY g e e e AT e

ey SWOY QTS _nuﬁon T
Sursmu (71§ :Uesoyo syyousq A[rep quEoO A%ﬁ

e

uorpoajo1d josse [30} JoJ AJirenb sarorjod Jo %L <

oIBD
yjreay swoy opnyoul paseyornd sarorfod Jo 9,68 «

soInyed J AJ1[0d

sanpsne}s digsaaupied sugipuy



A

——avia et i et .é}g’ﬁlilﬁgn L.Tf cui),lL'v .s, '

e nccw_\\e« TRy
it i LR _.re_f.!tu g)ﬂf Tr.r_f. ?f vr.mt ?!y\.,:ﬂ "

- o o .k,,.l..,,...»,
JPUESIPPRPITRINEIONIES, < YX Ao ST A

PR Lot A e
e L e T A NS S AR ST N7 <ror b o R

TP ROURPPTANIT ZULL. T L A ety IV ERE R 2

- §}08SB-HOY}-UMOP. puads:
0} SuIA®RY INOYIIM S0UR)SISSE PIBIIPIA ~SUTATODIFasiic 5%
oIe pue s)youaq Aorjod IIoy) PIISNeYXd SABY 8«

5180 [N JOJ U39q 9ARY Pasn $)1Jauaq JO %99 <«

SJIJoUaq Pasn aAey s1oproyAoriod Si 1 A

P3s[] sigouag




S i i A s

R

o ¥ oo Y A AP0 T D L s e i SRt R L L s
RRCTX e TIPTS5 * L k!a...»h\ﬂ&k.-&.&-mgn{. PR ]

R
S W L

R e e i S DA A R h oy Vu: »

R DI T X T

paynIad drysismed euerpu] ue [rm yuounurodde u
smpayos ‘uoneunioyur £orjod 10 Auedwiod oy10ads 10 <

JURET TS B Py R

"AO3 .E.Doﬂmgmﬁwo.mﬁoéuwmﬂoﬁ.% NSIA <

sotorjod drysiouire euerpuy uo 1o0ed
UOTJEULIOJUT 991J © IO T8SH-€7-998-1 T-T[0} [[ED  «

:9JO0JA] UIB9] O], |



